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Summary 


The original aim of the present work, which was initiated by Dr. 
Michael Balint, was to explore Brief Psychotherapy carried out 
by psycho-analysts who are relatively skilled and experienced. 
To this has been added an attempt to reconcile the ‘clinical’ and 
"objective? approaches to psychodynamic material, by treating 
clinical judgements exactly as rigorously as is appropriate, no 
more and no less. 

A review of previous work leads to little definite conclusion. 
A complete spectrum of views can be found, from the most 
‘conservative’ (e.g. brief psychotherapy is only effective in the 
mildest and most recent illnesses; the technique used should be 
Superficial—any attempt to go ‘deeper’ will lead to long-term 
therapy; and the results are only palliative) to the most ‘radical’ 
(seriously ill patients can be extensively helped by a technique 
containing most of the essential elements of long-term methods 
such as psycho-analysis). P 

The present work is based essentially on the therapies of 
nineteen patients, treated by a team of therapists under the leader- 
Ship of Dr. Balint. The study is largely retrospective, but it is 
designed to fill some of the important gaps to be found in the 
literature: 


1. Detailed case histories are given of all patients treated; 
2. Particular attention is paid to long follow-up; 
3. A method of assessing therapeutic results has been developed 
Which is regarded as psychodynamically valid and is based on 
published evidence; 
The relation is examined between outcome and 
(a) the characteristics of patients, 
(b) the characteristics of technique. — 
The methods used are clinical or statistical, where appro- 
priate, and for (b) include a quantitative analysis of the case 
records, which were dictated from memory. ]t is shown that 
Clinical judgement and quantitative analysis often support 


each other. 


> 
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The results are as follows: 


1. The widely held conservative view that it is the *mild' illnesses 
of recent onset that are the most suitable for brief psycho- 
therapy is not supported. 

2. On the contrary, there is strong evidence that other factors 
are more important, and that quite far-reaching and lasting 
improvements can be obtained in relatively severe and 
long-standing illnesses. 

3. The cumulative evidence is very strong that (a) interpretation 
of the transference in general, and (b) interpretation of the 
link between transference feelings and the relation to parents 
in particular, not only carried few dangers in these therapies, 


but also played a very important part in leading to a favour- 
able outcome. 


In short, the results of our work consistently support the radical 
rather than the conservative view. 

It is finally shown that, in almost all the hypotheses reached, 
a single unifying factor can be found. It is suggested that this 


may be one of the important ‘non-specific’ factors common to 
many forms of psychotherapy. 


The reader is referred particularly to Chapter 12, pp. 268-72, 
for a critical discussion of the quality of the evidence. 


vi 


To Dr. Michael Balint 
Mentor, and opponent in many controversies 


Mrs. Enid Balint 
and all members of the Workshop, especially the final members 
and all most closely involved in the work reported here: 


Mr. J. L. Boreham 
Dr. R. H. Gosling 
Dr. J. J. M. Jacobs 
Dr. Agnes Main 
Dr. T. F. Main 
Dr. M. Pines 
Mr. E. H. Rayner 
Dr. J. L. Rowley 


LOSS 


CONTENTS 


ACKNOWLEDGEMENTS 


PART I 
HISTORICAL AND THEORETICAL SURVEY 


1. INTRODUCTORY 


2. HISTORICAL APPROACH 
The history of psycho-analysis—The charac- 
teristics of the early short analyses, with special 
reference to therapeutic results—Attempts to 


shorten psycho-analysis: Ferenczi 


3. REVIEW OF PREVIOUS WORK ON BRIEF 
PSYCHOTHERAPY 
Introduction—The quality of the evidence— 
Selection. criteria and therapeutic results— 
| Technique—Length of treatment, termination, 
and follow-up— Previous work: conclusion 


| PART II 
| THE PRESENT WORK 


4. PRELIMINARY 
Description of patients, thera 
of working—Course of the work—Scope 
present study 


pists, and methods 
of the 


5. THE ASSESSMENT OF THERAPEUTIC RESULTS 


6. ASSESSMENT AND THERAPY FORMS 
Notes on the assessment and therapy forms— 
The articled accountant—The biologist—The 
civil servant—The clown—The dog lady—The 
draper’s assistant—The falling social worker— 
The girl with the dreams—The hypertensive 
housewife—The lighterman—The neurasthe- 
nic’s husband—The paranoid engineer—The 


1X 


xiv 


15 


39 


43 
51 


Contents 


10. 


1. 


12. 


pilot's wife—The railway solicitor—The storm 
lady—The student thief—The student's wife— 
The surgeon's daughter—Tom--The unsuc- 
cessful accountant—Violet’s mother 


PSYCHODYNAMIC ASSESSMENT AND ITS BEAR- 
ING ON THE VALIDITY OF BRIEF PSYCHO- 
THERAPY 
Discussion of the psychodynamic method of 
assessment—The bearing of this work on the 
validity of brief psychotherapy 


THE THERAPEUTIC RESULTS AND THE PROB- 

LEM OF RELATING THEM TO OTHER FACTORS 
Discussion of the therapeutic results—The 
scoring of the results for statistical purposes— 
The relation between the clinical and the 
statistical approaches—Statistical methods used 
—Different forms of hypothesis 


SELECTION CRITERIA 
Hypotheses—Selection of patients—Study of 


the evidence on Hypothesis A—Evidence on 
Hypothesis B 


THE GENERAL CHARACTERISTICS OF THESE 

THERAPIES WITH SPECIAL REFERENCE TO 

TECHNIQUE 
The ecological view—Rapid and inevitable 
development of — transference—Inevitable 
development of transference interpretations— 
Disturbing interpretations—Interpretation of 
the infantile roots of neurosis—Negative trans- 
ference: termination—Differences from analysis 
—The ‘focal’ technique: ‘focal therapy’— 
Dramatic therapy; traumatic memories 


THE RELATION BETWEEN TRANSFERENCE 
INTERPRETATION AND OUTCOME: CLINICAL 
APPROACH 
Introduction—Clinical evidence—Transference 
interpretation and dependence 


THE EXPLORATION OF A MORE ‘OBJECTIVE’ 
QUANTITATIVE APPROACH TO THE RELATION 
BETWEEN TECHNIQUE AND OUTCOME 
Principles—Scoring by two independent judges 
—Results of the count of interpretations— 
x 


149 


169 


178 


199 


215 


233 


Contents 


Comparison of the Th ratio with clinically 
judged transference orientation— Correlation 
between outcome and NP and P ratios: the 
hypothesis of the therapist-parent link— 
Transference and follow-up—The meaning of 
the quantitative studies—The status of the 
evidence— Chapters 11 and 12: conclusion 


13. RECAPITULATION AND CONCLUSION 273 
General statement of the characteristics of 
patients, therapists, and technique—Hypo- 
theses and conclusions already presented—A 
unifying factor—Selection criteria—A possible 
future selection procedure—Relation to pre- 
vious work—The lengthening factors. The 
place of the present work in the history of 
psycho-analysis 


REFERENCES 282 


INDEX 288 


xi 


TABLE 1 


o о ч a 


12 


13 


14 


18 


LIST OF TABLES 


Cases successfully treated by early ana- 
lysts and followed up for 2 to 3 years 


Summary of the conservative and radical 
views 


Opinions in favour of ‘Hypothesis A’ 


Case histories supporting conservative 
views 


Index to patients and Assessment and 
'Therapy Forms 


Summary of therapeutic results 
Details of studies of adult out-patients 
Distribution of scores for outcome 


Criterion 4: onset of symptoms—out- 
come 


Evidence for early decrease in motivation 


Rationale for scoring 'transference orien- 
tation' on a 4-point scale 


"Transference orientation' in relation to 
outcome 


Negative transference in relation to out- 
come 


Whether (1) early transference and (2) 
transference over termination were 
‘important’ issues 


Summary of Table 14 


Comparison of the scoring of two inde- 
pendent judges 


Some results of the count of interpre- 
tations 


No. of interpretations per recorded 


session arranged according to therapist 
and outcome 


xh 


11 


16 
18 


24 


52, 
142 
158 
171 


183 
197 


240 


242 


List of Tables 


TABLE 19 Percentage orientation of interpretations 244 


20 Comparison of clinically judged 'trans- 
ference orientation’ with ‘Th ratio” 247 


21 Clinical evidence on the therapist-parent 
link 252 


22 Summary of evidence shown in Table 21 
(importance of therapist-parent link— 


outcome) 256 
23 Transference orientation—outcome аг- 

ranged as in Table 22 257 
24 Transference ratio in relation to termi- - 


nation and follow-up 


xiii 


ACKNOWLEDGEMENTS 


My grateful thanks are due to: 

Dr. A. R. Jonckheere of the Department of Psychology, 
University College, London, for his constant patience in advising 
me on statistical problems. 


Mr. E. H. Rayner, for his help over the dreary task of checking 
some of my clinical judgements. 


Miss Olive Plowman, whose patience and willingness for hard 


work have made the final preparation of this book—for me—so 
easy. 


Our appreciation is also due to all the secretaries who carried 
out the seemingly impossible task of taking down our discussions 
in shorthand and making sense out of them afterwards: Miss 
Doris Young, Miss Valerie Hume, Miss Ann Gatland, Miss 
Molly Curran, and Mrs. Adelaide Blunden; and to Mrs. Kathleen 
Clare of the Ellesmere Secretarial Bureau, Fleet, Hants., for her 
accurate typing of six extra copies of the manuscript. 


xiv 


PARTI 


HISTORICAL AND THEORETICAL SURVEY 


СНАРТЕК 1 


Introductory 


In spite of the immense advances of the present century in the 
understanding and treatment of neurotic illness, many problems 
remain that are both pressing and largely unsolved. The present 
Work approaches two of these: first, that of reducing the length of 
PSychotherapy; and second, that of basing generalizations about 
Psychotherapy on evidence that is publishable and also contains 
the minimum of unsupported inference. The value of any contri- 
bution, however small, to these two problems needs little emphasis. 
The book consists of a study of the clinical work carried out by 
а team of psycho-analysts, of which the author was a member, 
under the leadership of Dr. Michael Balint. The work was origi- 
nated by Balint and arose from his recognition that however 
favourably ‘long-term’ psychotherapy—and particularly psycho- 
analysis—may influence the lives of selected individuals, in com- 
Parison with the amount of neurotic unhappiness in the world its 
Contribution can never be anything but negligible. He has there- 
fore turned in the last few years to investigating how the experience 
Of a lifetime of psycho-analysis may contribute towards thera- 
Peutic aims which are more limited but of wider application. His 
book, The Doctor, his Patient and the Illness (1957), was the result 
of applying this idea to psychotherapy in general practice. There 
the therapeutic work is relatively superficial and is carried out by 
general practitioners with relatively little training. The present 
Tesearch is complementary to this. The aim has been to investigate 
brief psychotherapy carried out, on a much 'deeper' and more 
Intense level, by therapists with а fairly complete knowledge and 
experience of the technique of psycho-analysis. Although such 
Work has of course been done before, it has led to no systematic 
body of knowledge and to little that is generally agreed; so that no 
apology is needed for a wish to approach the subject once more 
With an open mind and from the very beginning. 
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АП members of the team have contributed to the thinking set 
out here, and particularly to the formulation of hypotheses. My 
own contribution has been the testing of these hypotheses, and 
the search for new ones, in the data provided by those cases— 
about twenty—treated in the first two years of the work. It is 
necessary to state that I do not necessarily speak for the team as 
a whole. The methods used are entirely my own responsibility; 
and the conclusions reached are not necessarily acceptable to the 
other members—though deriving much from them, and I hope 
representing a systematic exploration in the directions in which 
their own thought has been leading. 

The undertaking of this work has led to the second of the two 
main problems, that of handling data on psychotherapy in such 
а Way that hypotheses or conclusions are based on something more 
than ‘clinical impression’, and of presenting the evidence in such 
a way that it can be judged, to some extent at least, by an inde- 
pendent observer. This second, ‘methodological’ problem has 
seemed in the past hardly less intractable than the purely thera- 
peutic problem. The literature on psychotherapy shows the usual 
divergence between ‘subjective? methods, which depend on ap- 
parently unverifiable inference, and methods which, the more 
‘objective’ they are, the more clinically meaningless they become. 
Yet, growing experience has led me—and an increasing number of 
other authors—ever more certainly to the conclusion that this 
divergence is at least partly artificial, and is maintained by emo- 
tional problems rooted in the traditions of psycho-analysis and 
experimental psychology. Much effort has therefore been given to 
reducing the divergence by trying to treat clinical judgements in 
dd as rigorous a manner as is appropriate, no more and no 
ess. 

The attempt to apply rigorous methods meets very serious 
difficulties caused by the main orientation of the work and the 
conditions in which it was undertaken. The orientation was 
essentially clinical and exploratory, and all members of the team 
were motivated more by clinical enthusiasm than by any desire to 
subject themselves to the discipline necessary for the thorough 
testing of scientific hypotheses. Moreover, since there was no 
financial support, all therapists and secretaries had to work in 
such time as could be spared from heavy routine commitments. 
This research, therefore, suffers from serious defects: clinical 
records dictated from memory, and retrospective judgements only 
partially checked by independent observers. For this reason the 
main emphasis must be essentially clinical; but particular atten- 
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tion is given to the publication of the evidence on which judge- 
ments are based, to the presence or absence of ‘controls’, to the 
need to explore fallacies, and to the possibility of obtaining a 
given result by chance alone. In addition, more ‘objective’ methods 
are explored in an attempt to reduce—though far from eliminate— 
the subjective and unverifiable element in the evidence presented. 

At is shown that, in spite of the deficiencies in the material, the 
clinical and the more ‘obejctive’ approaches often point in the same 
direction. In the hands of a single observer, this must obviously be 
treated with reserve. Nevertheless, the final result is a series of 
hypotheses which—though each alone is derived from incon- 
clusive evidence—support each other by making sense as a whole, 
and are in turn supported by principles established independently, 
namely those by now well accepted for psycho-analysis itself. 
This Kind of convergence of evidence is often all that is possible in 
Scientific problems of many different kinds. I should like to refer 
the reader especially to a critical discussion of the status of the 
evidence (pages 268-72). And finally, there emerge certain in- 
controvertible facts which—though indeed reported in the litera- 
ture before—have never been widely accepted, and which could be 
of considerable practical value in the future. 

There follows a long exposition of the background to this work, 
all of which is necessary if the problems involved in brief psycho- 
therapy are to be fully understood, and if the present position 
reached is to be seen clearly in its historical setting. 


СНАРТЕК 2 


Historical Approach 


THE HISTORY OF PSYCHO-ANALYSIS 

The evolution of psycho-analysis may be regarded as an ‘ecological’ 
process involving the interaction of patients of a particular kind 
and therapists of a particular outlook, within the environment 
of Western civilization. When any such process begins, there will 
usually be seen a tendency towards change in some definite 
direction, leading eventually to a state of equilibrium. With 
psycho-analysis the most easily identified tendency, manifested 
repeatedly as each new advance was made, has been towards an 
increase in the length of therapy. Thus anyone who tries to develop 
a technique of brief psychotherapy is trying to reverse an evo- 
lutionary process impelled by powerful forces, and it is as well 
that he should first identify these forces, and specifically try to 
oppose them. 

The history of psycho-analysis, regarded from this point of 
view, may be summarized as follows (see Breuer and Freud, 1895; 
Freud, 1896, 1904, and 1914). The original observation, made by 
Breuer, was that hysterical symptoms could be relieved by making 
the patient re-live, under hypnosis, painful memories and feelings 
that had been forgotten (‘repressed’). Freud, finding that not all 
patients could be hypnotized, replaced this method by suggesting 
forcefully to the patient in the waking state that there were things 
that she had forgotten and could remember. He now found, how- 
ever, that suggestion was often insufficient to overcome a marked 
resistance put up by the patient against recovering these memories. 
He was able to by-pass this difficulty when he found that, if he 
simply asked the patient to say what came into her mind in con- 
nection with her symptoms, the memories returned in a disguised 
and symbolized form; and that when he learned how to translate 
the disguise the memories returned undisguised. With more 
experience he began to realize that whatever came into the 
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patient's mind (not necessarily in connection with her symptoms) 
had a bearing on the memories or on the resistance against them; 
and he concentrated on the latter, finding that when the resistances 
were pointed out the memories could be recovered without any 
forcing. In this sequence, from hypnosis through suggestion to 
‘free association’, the tendency for the therapist to become 
increasingly passive is clearly to be observed. 

During this time a quite unexpected phenomenon had appeared, 
namely that patients inevitably began to have intense feelings 
(transference) about the therapist. This was already present in 
the first case treated by Breuer (‘Anna О.?; see Jones, 1953, p. 246) 
and was the cause of Breuer’s abandoning this work altogether. 
Freud found that, if he interpreted to the patient that these 
feelings were really not about the therapist at all, but were trans- 
ferred onto him from some important person in the patient’s 
childhood, then they could be handled without jeopardizing the 
therapy and could finally be resolved. 

_Yet there was always present the tendency for each new tech- 
nique, initially successful, to become less and less reliable. Whereas 
early patients seemed to be cured through the recovery of com- 
paratively recent memories and the interpretation of the related 
transference feelings, later patients tended to relapse again and 
could be cured only by uncovering further memories and trans- 
ference feelings belonging to increasingly early childhood. Analyses 
were prolonged by two further phenomena: the fact that a single 
Symptom was usually found to have its roots in many quite 
Separate memories and feelings, each of which had to be uncovered 
before the symptom could be relieved (over-determination) ; and 
the fact that each root often had to be uncovered many times in 
different contexts, and not once for all, before relief was permanent 
(necessity for working through). 

_It became recognized that early relief of symptoms was often 
simply due to the satisfaction of the patient’s need for love pro- 
vided by the analytical situation (‘transference cure’); and that 
the relapse that frequently occurred at threat of termination 
could be reversed only by interpreting the patient’s anger (negat ive 
transference) at being abandoned, and relating this to its true 
Source in childhood. Meanwhile the importance of transference 
has steadily increased. The following is now a standard pattern for 
ап analysis: there is an initial period in which both transference 
and non-transference interpretations seem to be effective and 
everything seems to be going well (the ‘analytic honeymoon’); 
there is then a period of resistance in which insight is often lost 
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and interpretations which were previously effective become use- 
less; and finally there develops a state known as the transference 
neurosis in which the patient's whole neurosis is expressed in his 
relation to the therapist, on whom he often becomes extremely 
dependent. Now, to a large extent, only transference interpre- 
tations are of any value; and only after this transference has been 
interpreted again and again, and related to its true source in 
childhood, can the situation be resolved. 

In the meantime emphasis has gradually shifted. The trans- 
ference has come to be regarded not as a necessary evil, but as the 
main therapeutic tool—thus transference is welcomed, and 
especially negative transference, since the patient's unconscious 
hatred is felt to be a powerful source of neurosis; memories, 
especially those concerned with sexual traumata, are regarded as 
of less importance, and emphasis is now laid on the repetition of 
neurotic childhood patterns in the relation to the therapist, and 
the gradual acquisition of insight into these; and finally it is held 
that one of the most important factors is not so much the insight 
itself, as the actual experience of a new kind of relationship with 
the therapist, through which these neurotic patterns can be correc- 
ted (see Ferenczi and Rank, 1925, p. 59; Alexander and French, 
1946, p. 22; Alexander, 1957, p. 71). 


Factors leading to longer analyses (‘lengthening factors’) 
may be summarized thus: 
1. Resistance, 
2. Over-determination, 
3. Necessity for working through, 


4. Roots of neurosis in early childhood, 
5. Transference, 


6. Dependence, 


7. Negative transference connected with termination, 
8. The transference neurosis. 


At the same time, the ecological view of the history of psycho- 
analysis makes clear that the list of lengthening factors given 
above shows only part of the picture, for it contains only those 
factors to be found in the patient. It is clear that some of the 


tendency towards long analyses may well be due to factors in the 
analyst, of which we may list the following: 


9. A tendency towards passivity and the willingness to follow 
where the patient leads, 


10. The ‘sense of timelessness’ (Stone, 1951) conveyed to the 
patient, 
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11. Therapeutic perfectionism, 
12. The increasing preoccupation with ever deeper and earlier 
experiences. 


The result of all these factors has been that, whereas early 
analyses tended to last a few months, nowadays an analysis that 
lasts twice as many years is nothing remarkable. 

It is clear that a rationally based technique of brief psycho- 
therapy must be based on a conscious opposition to one or more 
of these factors, particularly those in the therapist. Moreover, 
Since different workers have regarded different factors as of prime 
Importance, this list provides a good frame of reference within 
Which the different kinds of technique may be considered. 


THE CHARACTERISTICS OF THE EARLY SHORT ANALYSES, 
WITH SPECIAL REFERENCE TO THERAPEUTIC RESULTS 
Although almost all of the lengthening factors mentioned in the 
Previous section, if undesirable, are perfectly intelligible, there is 
one that remains a mystery. This is not so much that each new 
technique is eventually proved unreliable, as that before this 
happens it apparently gives good results. The therapeutic currency, 
So to speak, is subject to a continuous process of depreciation or 

inflation, 

Тв confirmation of this, Balint has often remarked that case 
histories of apparently successful short analyses occur quite 
frequently in the early literature and then seem to disappear 
completely. This undocumented observation may be confirmed by 
а study of the German psycho-analytic journals published be- 
tween 1909 and 1920, although a complication is introduced by 
the fact that after 1914, because of the war, the volume of the 
literature markedly declines. In fact, case histories in which im- 
Provement was definitely claimed are not as common as might be 
Supposed—I found only seven! in the years 1909-1914—but it is 
also true that in the years 1915-1920 I succeeded in finding none. 
On the face of it, therefore, the early analysts seem to have 
Possessed the secret of brief psychotherapy, and with increasing 
experience to have lost it. р . 

he resolution of this apparent paradox which immediately 
Comes to mind is that these early successes were merely 'trans- 
ference cures’, and that longer follow-up would have proved them 
illusory. We know, for instance, that the first case of all, Anna O., 
volts op, eo og i a1, ADIs AM 


Iff (1910), Dattner (1911), Benni (1911), and 
еге is the аркай, bul fo specific statement, of improvement. 
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claimed by Breuer to have ‘regained her mental balance entirely? 
(Breuer and Freud, 1895), later became ‘quite unhinged’ (see 
Jones, 1953, p. 247), though it is also true that she eventually 
recovered and led an extremely useful life. 

Yet such information as we have on these early cases does not 
support the view that they all relapsed—though it is of course 
impossible to distinguish between permanent improvements due 
to therapy and the kind of ‘spontaneous’ improvements for which 
there is so much recent evidence (see Chapter 7, pp. 151-62). Thus 
among those treated by Freud: 


1. Dora (Freud, 1905), a hysterical patient treated for eleven 
weeks in 1900, was seen for a single session fifteen months later. 
She had been much better, but had recently developed a facial 
neuralgia which Freud was able to interpret as due to transference 
feelings. Finally, Freud writes: ‘Years have gone by since her 
visit. In the meantime the girl has married , . 


- and the implication 
is that she remained well. 


2. The *Rat Man' (Freud, 1909), a severe obsessional treated for 
eleven months in 1907, was apparently completely cured. Jones 
(1955, p. 294) writes: ‘The result was brilliant and the patient was 


very successful in his life and work. Unfortunately he was killed 
during the first world war.’ 


Moreover, among the seven ‘successful’ 
German literature treated by analysts other th 
two specifically stated to have been followed 
more. The details are shown in Table 1. 


Finally, chance has put into our hands three patients who have 
been followed up for exceptional lengths of time. The first two 
are reported by Oberndorf (1947): 

1. А woman of 35 treat 
and terrifying hallucinati 


cases in the early 
an Freud, there are 
up for two years or 


Г since to say that she was still well—a 
up of thirty-seven years. 


and raised a family. Thirty-two years later 


become depressed 
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because of waning potency, but until that time he had remained 
symptom-free. 


best documented of all these cases, however, is a man of 
и [eds by Eder (1911). His complicated symptoms rec 
pain in his neck, inability to eat among strangers, a great disli : 
of washing, and severe sexual inhibition. Eder saw him once p 
twice a week for about three months (i.e. twenty-five to thirty 
sessions) and states that his pain had gone, he was able to eat in 
restaurants, and he was able to wash, but that he still felt it was 
‘finer not to have sexual intercourse’. This patient was rediscovered 
by chance forty-two years later (Hunter and MacAlpine, 1953). 
It is clear that Eder was somewhat optimistic in his original assess- 
ment—for example, for many years the patient had been very 
reluctant to eat in public. Nevertheless, although he had never 
married, he had lived “а not unhappy, if isolated, restricted, and 
often troubled existence . . . and he remained well enough never 
to missa day's work'—until 1951, when he made a suicidal attempt. 
The extraordinary sequel to this is that he then became quite 


symptom-free and has remained so until recently (Hunter, 
personal communication, 1957). 


Thus the disappearance of these successful short analyses from 
the literature cannot be entirel 


y explained away by the suggestion 
that their therapeutic effects were all illusory, and the mystery 
remains. 


That the loss of therapeutic efficiency that apparently occurred 
later was due at least partly to some kind of inflation, and not 
simply (for instance) to a change in the kind of patient treated, is 
indicated by the fact that in 1909-1914 the early analysts were 
achieving these therapeutic results with a technique closely 
resembling that which Freud had already abandoned ten or fifteen 
years before. This technique had certain characteristics to which 
we may give the name ‘primitive’: the analyst was very active and 
paid little or no attention either to resistance or to transference— 
and this at a time when Freud (1912) was already writing of the 
transference as ‘inevitable’ and discussing at length how it was 


used by the patient as resistance, Not only this, but the atmosphere 
and subject-matter of the analyses also had certain primitive 
characteristics: work was extremely dramatic and often culminated 
in the confession of some traumatic Sexual experience. All these 
characteristics gradually disappeared after 1914, 

A possible explanation for this whole perplexing set of facts is 
Suggested in an observation which has been made by many 
12 
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analysts, including Balint (personal communication) and Edward 
Glover (much quoted personal communication). This is that even 
nowadays individual analysts find that their work is subject to 
the same kind of inflation—they seem often to achieve a few 
dramatic quick successes early in their careers, and then apparently 
can never repeat them. It is as if the ontogeny of individual analysts 
Tecapitulates the phylogeny of psycho-analysis itself. The only 
possible explanation (Balint, personal communication; also 
Watterson, 1960) seems to lie in changes in the rAerapists en- 
thusiasm. Perhaps the intense interest of any worker new to this 
field engenders a corresponding heightened excitement in the 
patient, with the result that repressed feelings come easily to the 
surface and are experienced with such intensity and completeness 
that no further working through is necessary. Subsequently this 
excitement can never quite be recaptured, nor can its effects. 
This may even partly account in some way for the prevalence in 
the material of traumatic experiences—those moments in our lives 
in which so many feelings, already present, are suddenly concen- 
trated and crystallized by some external circumstance. As will be 
Seen, the present work provides some slight but very interesting 
evidence on this whole question (see pp. 213-14 below). . 

These considerations add yet another possible lengthening 
factor, namely waning enthusiasm, to the list already given—one 
that may not be so easily opposed by any conscious effort. 


ATTEMPTS TO SHORTEN PSYCHO-ANALYSIS: FERENCZI 


After the tremendous initial enthusiasm, there developed during 
the 1920s considerable pessimism about the growing length and 
decreasing therapeutic effectiveness of psycho-analysis (see 
Thompson, 1952, p. 172), and attempts at halting these tendencies 
Were made by some of Freud's collaborators. Chief of these and 
the only one considered here was Ferenczi, who published his 
Work in a series of papers (e.g. Ferenczi, 1920), and in a book 
Written with Rank (Ferenczi and Rank, 1923, 1925). | | 
‚ Ferenczi's technique was largely based on a conscious opposi- 
tion to passivity, which of all the lengthening factors is the most 
Widely recognized and the most easily opposed. ‘Activity —in 
one form or another—is thus common to most techniques of brief 
Psychotherapy. The chief active devices that he employed were: 


1. Playing a definite role in relation to the patient, of a kind 
intended to bring out more intensely the patient's neurotic 
reactions in the form of transference. 

13 
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2. Setting a time limit to treatment (used previously by Freud, 
1918, in the case of the *Wolf Man', whose therapy was 
terminated in 1914). 

3. Asking the patient to make up phantasies on certain chosen 
themes (‘forced phantasies’). 

4. Deliberately increasing frustration in the patient by directing 
him to do, or not to do, certain things (later, asking him to 
impose these directions on himself); e.g. for an obsessional, 
not to carry out his rituals. 


These devices seem to have been affected by exactly the same 
process of inflation as were so many other innovations in psycho- 
analytic technique—they produced some early successes, and then 
became increasingly unreliable (e.g. see Ferenczi, 1925). Ferenczi 
himself finally abandoned them. Nowadays such attempts to 
shorten analysis are rarely reported by orthodox analysts—an 
exception is the work of Alexander and French, to be considered 
in Chapter 3—and the increase in the length of analyses has been 
generally accepted as inevitable. 

Thus this whole history emph 
to develop a technique of brief 
repeating the experience of Ег 
simply rediscoverin 
itself. 


asizes that anyone who attempts 
psychotherapy faces the danger of 
eud and the early analysts, and of 
g in the end the technique of psycho-analysis 
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СНАРТЕК 3 


Review of Previous Work on Brief 
Psychotherapy 


INTRODUCTION 
Apart from the obvious questions of whether brief psychotherapy 
15 possible at all and the length of treatment required, there are 
three main questions that any work in this field must be designed 
to answer: 


1. Selection criteria: Which patients are suitable, and how is it 
possible to recognize them? 

2. Technique: What technique should be used? 

3. Outcome: What kinds of therapeutic result can be achieved? 


As will be repeatedly demonstrated in the following pages, 
these three questions are closely interrelated, and can really only 
be separated artificially. 

_A study of the literature soon reveals that the answers given by 
different workers to these questions are, at the extreme, com- 
Pletely contradictory. Further study makes clear that all these 
answers can be reduced essentially to the answer to a single 
Question, namely the degree to which brief psychotherapy 
resembles or differs from more ambitious, more 'radical' long-term 
methods. We may thus call the extremes the ‘conservative’ and 
the ‘radical’ views respectively. On almost every question both 
extremes may be found, together with most positions on the 
Spectrum in between. The answers given may be summarized as 
In Table 2. . 

Thus the very diversity and contradictory nature of the views 
expressed may be used as a framework within which the whole of 
the literature on this complex subject may be considered. 


THE QUALITY OF THE EVIDENCE 

In spite of all these contradictory opinions, it might be supposed 

that tentative conclusions about various hypotheses would be 
15 
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TABLE 2 SUMMARY OF THE CONSERVATIVE AND 
RADICAL VIEWS 


Question 


Conservative view 


Radical view 


Selection 
criteria 


Technique 


Outcome 


Only acute illnesses in basi- 
cally well-adjusted person- 
alities are suitable. Brief 
methods should be used 
only when long-term meth- 
ods are not available for 
practical reasons. 


Interpretations should be 
kept at a relatively super- 
ficial level; dreams, trans- 
ference, and the childhood 
origins of neurosis should 
be avoided. 


Results are essentially pal- 
liative and consist of ‘symp- 
tom removal’ only. Deeper 
changes should not be 
attempted, and can be 
brought about only by long- 
term methods. 


Good results can often be 
achieved in severe, long- 
standing illnesses. Brief 
methods have their own 
positive indications, and 
may in certain cases be 
more suitable than long- 
term methods. 


There is no essential differ- 
ence between brief and long- 
term methods, which lie on 
a continuum. Dreams, 
transference, and the child- 
hood origins of neurosis 
may be interpreted freely 
where appropriate, and may 
play an essential part in 
therapy. 


There is no essential differ- 
ence between the thera- 
peutic results of brief and 
long-term methods. Quite 
far-reaching changes are 
often possible. 


attainable from a careful study of the literature. This is not really 
50. For one reason or another, the quality of the evidence is always 
doubtful. At one end of the scale, opinions based on unsupported 


clinical impression sim 
end, there are many st 
patients, in none of w 
tion. Some of these st 
fallacy: that of accep 
of an individual fact 
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ply cannot be assessed at all. At the other 
atistical studies, some on large numbers of 
hich is the evidence entirely free from objec- 
udies, for instance, contain a simple statistical 
ting at face value a figure for the ‘significance’ 
or in an exploratory study in which a number 
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of different factors were considered—whereas, of course, the more 
factors that are considered the greater the probability of finding at 
least one that would have appeared significant in isolation, by 
chance alone. These authors deserve sympathy, because the temp- 
tation to fall into this error is great; but, as has been amply 
demonstrated, this criticism is no mere statistical sophistry. When 
attempts have been made to cross-validate such a factor, that is to 
test it out on a second sample of patients, the result has only too 
Often proved negative—see, for selection criteria, the compre- 
hensive review by Windle (1952), and the paper by Sullivan, 
Miller, and Smelser (1958), which may be quoted: 


"Cross-validation of findings is essential in this area of 
research. An unexpectedly large proportion of the obtained 
"significant" differences may vanish on repetition with succes- 
Sive patient groups in the same setting. It seems wise, there- 
fore, to regard findings until they have been cross-validated 
as only interesting, possibly chance findings which need to be 
further tested.’ 


" can hardly be too strongly emphasized that exactly the same 
n а has to be adopted to the results reported in the present 
Work, 

Even when fallacies of this kind are absent, however, two funda- 
mental difficulties usually remain. The first is that results valid for 
one Kind of technique, therapist, or patient are not necessarily 
valid for other kinds, The second is one of the major unsolved 
Problems in this whole field, that of finding a valid and repro- 
ducible method of assessing therapeutic results. Often the informa- 
tion about the method of assessment used is inadequate; or if it 
15 adequate then the method itself, when considered psycho- 
dynamically, is of doubtful validity. 

In my opinion, therefore, little of value has so far been demon- 
Strated; but, on the other hand, there are many interesting indi- 
cations which are highly relevant to the present work. 


SELECTION CRITERIA AND THERAPEUTIC RESULTS 
Selection criteria can be arranged in a series: at one end, those 
Independent of the type of illness (e.g. acuteness); in the centre, 

ове clearly correlated with the type of illness (e.g. severity of the 
Psychopathology): and, at the other end, those that consist simply 
9f a description of the illness (e.g. acute anxiety states). Since the 
y Ре of illness automatically fixes the kind of therapeutic result 
desired, selection criteria and results are best considered together. 
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Probably the most widely held hypothesis about selection 
criteria is that the prognosis is best in ‘mild’ illnesses of acute and 
recent onset. For want of a better term I shall designate this 
throughout as ‘Hypothesis A’. 

This general criterion can be broken down into a number of 
Separate but clearly interrelated criteria, as follows: 


1. Mild psychopathology. 
2. Sound basic personality, or high ‘ego strength'—usually 
judged by the patient's ability 
(a) to cope with reality, and 
(b) to bear frustration and conflict. 
3. History of satisfactory interpersonal relations. 
4. Acute and recent onset of symptoms. 


Opinions and work largely supporting these criteria are shown in 
Table 3. 

The evidence in favour of Hypothesis A, therefore, might seem 
to be very Strong. Nevertheless, there are to be found widespread 
through the literature strongly dissenting statements, clearly based 
On experience. Berliner ( 1941), for instance, rejects criterion 4 
(recent onset), while retaining criterion 1 (mild psychopathology): 


Чп my experience this [referring to the statement by Knight 
(1937, see Table 3) in favour of Hypothesis A] is not quite so. 
In some of my cases the illnesses were of considerable duration 
апа others were only acute reactions on the basis of a broader 
Neurotic disposition. The feasibility of short treatment does not 
depend on the acuteness and duration of the illness but on the 
depth of the neurotic disposition.’ 


Pumpian-Mindlin (1953), on the other hand, falls even nearer 
to the ‘radical’ end of the scale, emphatically rejecting criterion 1, 
though retaining criteria 2 (ego strength) and 3 (satisfactory 
relations): 
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depend upon other factors present in this group of patients— 
which we might ordinarily sum up in the term “ego strength". 


Pumpian-Mindlin judges the relevant aspects of ‘ego strength’ 
by the patient's ability to obtain satisfaction from personal 
relationships, in spite of his symptoms, without being destructive 
to himself or to others. He also mentions the ability to tolerate 
frustration; and he makes a clear statement in favour of criterion 
3, the ‘adequacy of the patient's past and present object relation- 
ships’. 

Similarly, at the first Brief Psychotherapy Council in Chicago 
(1942; quoted by Gutheil, 1945), which was presided over by 
Franz Alexander, good results were reported in psychopathic 
personalities, character neuroses, delinquents, and psychotics. 

Finally, the evidence provided by Stekel and his school is 
equivocal. Many of their case histories—in which the therapeutic 
result consisted of relief of single symptoms of recent origin— 
clearly fit in with Hypothesis A. Gutheil (1933), who is one of 
Stekel’s pupils, writes: ‘The shortest treatment is particularly 
afforded in cases in which behind the neurotic symptoms an 
actual conflict is hidden'—by which he means а conflict in the 
patient’s present life. At the same time Stekel’s school—who expect 
treatment to last for one to six months (Gutheil, 1933; Stekel, 
1938)—recognize few limitations to their technique and take on 
patients with psychopathology generally considered to be ‘severe’, 
€.g. perversions, homosexuality, drug addiction, or psychosis. 

Of course, without a full report and an adequate follow-up on 
all these cases, the same objection can always be made as to the 
results of the early analyses: namely, that the therapeutic results 
consist of ‘transference cures’ or other kinds of ‘false solution’, 
probably not lasting, and not in any way comparable with those of 
long-term methods. Plenty of spokesmen for this aspect of the 
‘conservative’ view can be found in the literature, mainly among 
psycho-analysts. Thus, at the Brief Psychotherapy Council (quoted 
by Gutheil, op. cit. 1945), N. C. Lewis was of the opinion that 
‘most of the briefer therapies yield only temporary results’; Rado 
‘considers brief Psychotherapy as a technical procedure of à 
Palliative character . . . the aim is to relieve the patient from 
certain symptoms that are painful or dangerous, or aid him in 
handling a given situation or problem. Deeper changes in the 
personality are neither attempted nor possible.’ 

Eissler (quoted by Murphy, 1958) says that: 


"Psycho-analytic scrutiny will disclose that the majority of 
22 
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cures by psychotherapy have been based on elaborate rational- 
izations which depend for their effectiveness on what is dynamic- 
ally a repression of the basic conflict after some partial solutions 
of derivative conflicts have been attained and accepted as a 
compromise. In this sense psychotherapy has simply effected a 
change in the content of the neurosis or a re-channelization of 
libidinal energy based on displacement, or has led to new 
repression, or an exchange of illusions, the building up of 
magic beliefs or the development of an imitation of health.’ 


Eissler does, however, also express the following opinion, 
Which is very important to any worker who is concerned with 
Practical possibilities rather than perfection: *Of course all such 
cures may be extremely worth while, lasting in effect and economic- 
ally more feasible than results obtained in analysis.’ 

It is quite clear that one can multiply contradictory opinions of 
this kind indefinitely without being able to reach any conclusion. 
The only way of resolving the problem is to ignore opinions and 
to go direct to published case histories. у 

Unfortunately the problem here is exactly the same as with the 
carly analyses. The amount of published work in which the 
therapeutic results are reported with sufficiently strict criteria, 
In sufficient detail, and with adequate follow-up, to survive inspec- 
tion by the ruthless ‘psychodynamic eye’, is very limited. As has 
been pointed out by many authors, including Bandler (in Obern- 
dorf, Greenacre, and Kubie, 1948) and myself (Malan, 1959), 
It is very necessary to exclude the possibility that a given improve- 
ment has been bought at the expense of a severe restriction in the 
Patient’s life. Bandler reported a gross example of this: 


A girl when first seen suffered from agoraphobia, dressed 
very attractively, and complained about men’s attentions. At 
follow-up she reported that there had been no recurrence of her 
agoraphobia, but now she dressed unbecomingly and com- 
Plained that men weren’t interested in her. 
If the Ppsycho-analytic view is adopted that agoraphobi 
10 represent sexual anxieties, then this girl obviously c 
ed as ‘really’ improved in spite of the fact that her symptom 

45 completely disappeared. : 7 

Many of the published case histories do in fact fit in well with 
Conservative views (i) of selection criteria, i.e. with Hypothesis A; 
ànd (ii) of results, in the sense that these consisted largely of 
Symptom removal in otherwise apparently healthy personalities. 

Xamples are shown in Table 4. 
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There is, then, evidence at least for marked symptomatic 
relief in a number of cases; but cases other than those of Stekel 
and Alexander and French which were adequately followed up 
are very few indeed. Moreover, it has to be remembered that some 
of Stekel's case histories may possibly be fictitious (see Jones, 
1955, р. 153). The documented evidence that brief psychotherapy 
15 worth while even in those patients who fit in with Hypothesis A 
can thus hardly be described as satisfactory. 

In fact, the evidence that patients with considerably more 
Severe or more long-standing illnesses can also be helped is really 
little less satisfactory. The best documented of all the examples is 
Probably that of ‘Mrs. Oak’, treated by client-centred therapy and 
Teported in great detail with verbatim extracts by Rogers and 
Dymond (1954, see esp. pp. 262-3): 


The patient was a woman in her late thirties suffering from a 
deep disturbance in her personal relations, mainly with her 
husband and daughter. She also had never worked outside her 
home, and the prospect terrified her. The final therapeutic 
result was that (i) her relation with her daughter was much 
Improved; (ii) she obtained a divorce by mutual consent and 
Without too much bitterness; (iii) towards the end of therapy she 
‘chose an establishment in which she wished to work, applied 
for a Position, ignored the turn-down which she received, and 
convinced the manager that he should give her a trial. She is 
Still holding the position’; (iv) she felt that she was now ready 
to cope with life, though she knew it would not be easy; (v) she 
discovered a new ability to accept her femininity. (Forty sessions 
during 54/12; then a 7/12 gap; then eight sessions during 2/12; 
final follow-up 3/12; follow-up since first termination nearly 
Опе year.) 


The work of Thorne (1957) provides another indication of what 
"ау be achieved by intensive therapeutic effort and enthusiasm. 

ere the aim was to test eclectic psychotherapy on the most 
chronic and malignant cases that could still be treated as out- 
Patients. Thorne emphasizes that the aim was reorganization of 
the Personality in depth. Treatment averaged about forty sessions 
and seems to have been remarkably successful in a number of 
cases, Unfortunately the actual examples given are much longer 
than the above, so that none will be quoted here. 
. The only examples I have found of detailed accounts of rela- 
tively Severe cases treated successfully, with a clear statement of 
ong follow-up, are, once more, those of Alexander and French 
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(op. cit. 1946). These authors report a number of po e = 
mediate or moderate severity: e.g. a girl with a ge е E 
though recent, generalized hysterical illness (Case Шо E 
sessions; follow-up three years); a man with a five-year hi = 
duodenal ulcer (Case L; thirty-seven sessions; erre bor 
years); and a man of 24 who had suffered from attacks о 2 E 
asthma since the age of 14 (Case О; c. forty sessions; follov 


three years). The most severe of all these cases is as below 
(Case O): 


The patient was a married woman of 50 who had suffered 
from gastro-intestinal distress and many other hysterical symp 
toms for twenty years, needing constant medical attention. 
Treatment consisted mainly of gradually uncovering the "nx. 
of her symptoms in self-imposed martyrdom in the home an 
rivalry with her daughter (fifty-eight sessions during one Угай. 
Follow-up (two years): only occasional gastro-intestina 
Symptoms. 

The work of Alexander 
that at least a few per cer 
Hypothesis A may yet be 
number is probably not to 
such patients сап be rec 

Tings us back once mo 
this time to those criteri 
type or Severity of the il 


and French would suggest, ао 
nt of patients who do not fit in wit] 

Suitable for brief psychotherapy. Hos 
o small for practical purposes, providea 
ognized with reasonable accuracy. This 
T€ to the problem of selection criteria— 
à which are relatively independent of the 
Iness, 

Obvious that 


OW it is 
therapy Must be a measure of Some quality of flexibility in the 
patient, and the question 
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is an extremely interesting result, but it would perhaps be of less 
value in Britain where racial minorities are a less universal 
problem. 

Ап important clinical way of assessing a factor connected with 
flexibility is emphasized by Alexander (1944), namely by making 
trial interpretations: ‘The patient's reaction to such initial interpre- 
tations is the best guide in evaluating the patient's capacity for 
insight as well as the character and strength of his resistance and 
future cooperation.’ 

This criterion belongs to a group which we may call ‘dynamic’, 
as opposed to the more ‘static’ criteria concerned with psycho- 
Pathology. Another member of this group is high motivation 
(mentioned by Ripley et al, 1948; and by Knight, 1937, as 
Probably correlated with acuteness) Correspondingly, Stekel 
(op. cit. 1938) seems to have regarded low motivation as almost 
the only contra-indication to his technique: ‘Within a couple of 
months I can always discover whether the analysand's desire for 
illness exceeds his desire for help. . . . This willingness to be cured 
15 of the utmost importance.’ A 

These two last criteria will play an important part in the dis- 
cussion of our own work. 

Finally it might be expected that projection tests would be found 
useful; and particularly the Rorschach, which by now can be 
interpreted in such a highly reproducible way. Unfortunately 
there have been a number of studies which contradict this expecta- 
tion. For instance, Barron (1953a) found that those patients who 
did and did not ‘improve’ (in psychotherapy with relatively un- 
trained residents) did not differ significantly in any of the recog- 
nized scores or important ratios. Moreover, even experienced 
interpreters had little success in using the Rorschach protocols to 


Predict outcome intuitively. 


It will be seen that a study of the voluminous literature on this 
subject really leads only to a single conclusion: that sometimes 
striking therapeutic results can apparently be obtained in patients 
with relatively severe and long-standing illnesses. This does not 
necessarily contradict Hypothesis A, which can still be valid 
statistically, For the rest, it is scarcely possible to doubt that there 
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TECHNIQUE 
Activity|Passivity 
^s IS self-evident that a therapeuti 
Mitates that of analysis will inevitably lea 
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other than analysis. Any technique of brief psychotherapy must 
therefore be based on differences from analysis, and particularly 
on a conscious opposition to one or more of the lengthening 
factors already described in Chapter 2. Of these, the most easily 
corrected is the analyst's tendency to passivity. The corresponding 
need for some kind of ‘activity’ in brief psychotherapy is one of 
the few matters of almost universal agreement in this whole field. 

Passivity in analysis has many aspects: the use of the couch, 
of free association, the willingness to deal with whatever material 
the patient brings, the sense of timelessness. In most techniques of 
brief psychotherapy all these factors are corrected. 


difference between the couch and the face-to-face technique is 
subtle but important. The two authors mentioned above emphasize 
that the use of the couch tends to lead the patient away from 
reality into phantasy, but this is not the only factor. The couch 
automatically encourages ‘free association’-—t 


1 truction to the patient to ‘say whatever 
comes into his mind' seems rarely to be necessary. 


The use of the face-to-face techni 


f que and the discouragement 
of free association are, however, onl 


у aids towards a more active 
- In Stekel’s technique, for 
interpretation, particularly 
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perfectionism, and plan a limited aim from the beginning, pursuing 
it by guiding the patient by means of some technique of selective 
attention. The terms used by Finesinger (1948) are ‘goal-directed 
planning and management’ and the ‘focusing of material’; those 
used by Deutsch (1949) are ‘goal-limited adjustment’ and ‘sector 
therapy’. The particular method of selective attention used by 
Deutsch is called by him the ‘associative anamnesis'—which 
Consists of repeating and emphasizing significant words or phrases 
used by the patient, and thus inducing further associations in a 
direction which the therapist has selected. Similarly Pumpian- 
Mindlin (1953) says that the patient may be guided by ‘skilful 
neglect’, 

Pumpian-Mindlin makes a specific statement concerned with 
abandoning therapeutic perfectionism: 


‘Both patient and therapist must be able to accept improve- 
ment or “cure” in terms of the presenting problems and feel 
Teasonably satisfied with this. The therapist must not feel 
forced to work for any deep-going character transformation. . . . 


In Alexander and French (op. cit. 1946) there is a chapter 
written by French entitled ‘Planning psychotherapy’, in which 
many of these interrelated themes are touched on in the following 
Passage; 


s.. the temptation is very great merely to treat the patient’s 
problems as he brings them to us and thus, as it were, to let the 
patient drift into an analysis. . . . It is highly important, there- 
fore, to outline as soon as possible a comprehensive therapeutic 
plan, to attempt to visualize in advance (even if only tentatively) 
Just what we shall attempt with our patient, what we hope to 
accomplish. . . , | 

In order to do this, it is necessary, first, of course, to mios 
dynamic formulation of the patient's problem. . . . After m 
lining all the possibilities and rejecting those that may s 
dangerous or impractical, he [the therapist] will outline E 
plans for helping the patient to achieve those that seem to be 
realizable,’ 


Little further comment is needed, except to emphasize De 

more the substantial and unusual measure of agreement among 

‘erent authors, ее 

After all this emphasis оп the necessity for activit, 

and selective attention, it seems strange to turn to | 

ш PSychotherapy whose basis is a technique more passt 
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that of analysis, namely client-centred therapy (see Rogers, 195 с 
Here the therapist refuses to make inferences of any kind (which 
are of course the basis of interpretations), and confines himself to 
the ‘reflective’ technique, simply clarifying the essential feelings 
which the patient has already expressed openly. Ideally, pre 
things happen which also happen in analysis, but to a greater 
extent than in analysis: (i) the patient experiences the therapist as 
someone who accepts him, identifies with him, values him, and 
makes no other judgements at all; and (ii) the patient achieves 
insight—but not from the therapist—on the contrary, entirely 
through self-examination. That far-reaching changes can be 


achieved in certain cases by means of this technique has already 
been discussed (р. 25). 


How ‘deep’ to go 
The vague word ‘deep’ is used deliberately here, since it covers a 
number of different aspects of technique which are conveniently 
discussed together. The word has the following connotations: 
(a) far from consciousness, (b) disturbing, 

" stage of development. Since on 


» it is clear that one way of shortening therapy may 
- Whether or not this 
While help is a matter for 


This leads to a very important question of technique: whether 
the therapist (a) should make his interpretations only in terms of 
the current life problem, the relation to 


neurosis in childhood, his relation with | 
world, 

On these questions there is 
all between 


Finesinger (1948): ‘When used 1 


therapy, it [i.e. insight therapy] seldom exposes the phantasies 
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and memories that are most deeply repressed. . . . Dream or 
phantasy material is seldom used for interpretation excepting 
when a more extensive therapy is undertaken.’ 


Pumpian-Mindlin (1953): ‘Interpretations . . . are couched in 
more general terms and not related to necessarily specific 
historical conflicts and difficulties in the patient. In addition, 
the interpretations are usually made not in terms of unconscious 
underlying impulses but in terms of the more readily available 
preconscious material. One works primarily with the reverbera- 
tions of earlier conflicts as they are reflected in adult and adoles- 
cent behaviour and attitudes rather than attempting to uncover 
the genetic childhood conflicts per se.’ 


. The more fearless radical view is not often stated explicitly, but 
is quite clearly implied by Stekel and by Alexander and French. 
The implications of these workers' case histories are that no limits 
can be set beforehand; that the therapist should go as ‘deep’ as 
Is necessary to help the patient; and that sometimes, for instance, 
à conflict should be interpreted in terms of the present only, and 
Sometimes it should be traced to its roots in childhood. (As an 
example of the former, see Alexander and French, Case B: a 
Scientist of 51 whose problem was interpreted only in terms of 
Competition with his younger colleagues; of the latter, see Case P: 
à young man of 19 whose severe depression was resolved by 
uncovering his feelings about his mother’s death when he was 3.) 
Alexander makes clear in many of his writings (e.g. Alexander, 
1944) that he regards ‘psychoanalytic therapy’ and gull-scale 
analysis as forming a continuum. 

This leads to a third and most importan 
Namely the use of transference. Here there is an exac 
divergence of views, 


t question of technique, 
tly similar 


Transference 
It should be noted first of all that the word ‘transference’ can be 
used in three different ways: (a) to denote any feelings that the 
Patient may have for the therapist, (b) to denote only those feelings 
1 at are neurotically based, and (c) to denote only those feelings 
SPccifically derived from infantile life. The second meaning will 
© adopted throughout the present work. " 
Аз has been discussed in Chapter 2, one of the characteristics 
of the ‘primitive’ technique of the early analysts was the absence 
ef transference interpretations; and perhaps the most Pier 
of all the lengthening factors has been the development of, and the 
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necessity for resolving, the transference neurosis. One of the 
fundamental questions of brief psychotherapy is therefore whether 
the transference neurosis can be avoided. | 
There is universal agreement that it should and can be avoided, 
but this is where the agreement ends. Obviously the development 
of any kind of transference must carry the danger of the ultimate 
development of a transference neurosis. The question is then 


ansference interpretation, but the 
any kind. The following quotations 


. The possibility of effective brief psychotherapy seems to 
hinge on the Possibility of therapy without the transference 
relationship, since the Tesolution of the transference situation 
seems to be uniformly slow and time-consuming.’ 


‘With many clients the attitudes toward the counselor are mild, 


l minority of cases . . . has 


matched to Ег which could in any way be 


eud's terms,’ 


; и as the therapi an inter- 
pretation he inevitably implies herapist makes an 
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superficial, but I have no better one to offer. Whatever the true 
explanation, the apparent absence of transference in client-centred 
therapy demonstrates clearly the profound influence of technique 
on the kind of response produced in the patient. 

. Of course the technique of reflection is only of theoretical 
interest to psycho-analysts, who are irrevocably committed to the 
use of interpretation. Of these, Deutsch seems to represent the 
most conservative in attitude to transference. In his book (Deutsch, 
1949), which gives a complete account of one therapy, I have 
found no transference interpretations at all. Another conservative 
author is Pumpian-Mindlin (1953), with whom the emphasis is 
both on avoiding and on diverting the transference: 


‘In short-term therapy there is a general tendency to avoid 
an intense transference and to take measures to diminish the 
transference phenomena which inevitably appear. Mechanically 
this is accomplished by means of less frequent visits and by 
implicitly or explicitly structuring therapy in terms of the 
circumscribed presenting problem only." 


'An interesting technical device with regard to the use of 
transference . . . consisted of deflecting the specific problems 
being dealt with in therapy onto an important figure in the 
Patients environment rather than focussing the problem 
around the patient-therapist relationship. 


Certain authors lying towards the centre believe that it is 
Sometimes necessary to interpret the transference, but only when 
it begins to disturb the therapy, particularly when it becomes 
Used as resistance or becomes ‘negative’. These views imply that 
Ше transference is a necessary evil, and thus сап be compared 
With the views of psycho-analysts in the middle period: 

*There must be a good positive 
d so that no time has to be 
transference analysis 
hat is when resistance 


Berliner (op. cit. 1941): 
transference during the whole perio 
Spent on transference analysis. Of course 
15 done immediately when it is indicated (t 
arises from it). But it needs more time and the treatment may 
take the course of a full analysis. The amount and power of pe 
transference resistances is a decisive factor 1n the questiona 
the feasibility of short treatment. The analyst has to do his 


share in keeping the transference positive." 
А Stekel (op. cit. 1938): ‘But whereas no allusion ded eid 
? the positive transference unless it interferes with the analysis, 
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3 ; 5 
immediate steps must be taken to obviate a negative tran 
ference. Hate must be diverted onto its primal cause. 


The radical end of the scale is best represented by Ae 
and French. In their flexible approach, transference шее p 
may play any part. They quote cases in which transferenci e 
pretations were not used at all; cases in which some asp in 
transference were handled by interpretation and ie 
acceptance; and finally cases in which the main aim of the w his 
therapy was to give the patient a new kind of experience a all 
relation with the therapist. This last is what these authors c 
the ‘corrective emotional experience’: 


"reexperiencing the old, unsettled conflict but with a new иш 
is the secret of every penetrating therapeutic result. Only s 
actual experience of a new solution in the transference pcne 
Or in his everyday life gives the patient the conviction that 


FN. Ў з а : а 
new solution is possible and induces him to give up the ol 
neurotic patterns,’ 


Here the Primitive, conservative view of transference—even eei 
Negative transference— as а necessary evil has entirely disappear а " 
This view is indistinguishable from the most modern view of th 
therapeutic action of Psycho-analysis, 


| А . М 
1. Оше far-reaching Changes can be obtained in certain case 
in 10-50 


Sessions (Alexander and French; Rogers an 
Dymond), 
2. (a) Case historie. 
w 


: 5 of 1-4 sessions are to be found fairly 
idely in the lit 


‚ Тее cases; Berliner (1941), one case. to 
(b) It may possibly be true that it is these cases that tend o 
tin with Hypothesis A. Of the above cases only ШО 
Saul and of Berliner Possibly fail to fit in with this i н 
Termination and follow-up are very little discussed in S 
erature and, although these questions will be shown to ha 
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played a very large part in our own work, they can be dismissed 
briefly here. Only Stekel (op. cit. 1938) seems to discuss the prob- 
lem of resentment at termination. Most of the other passages 
Where termination is mentioned imply that termination should be 
considered either when there is danger of drifting into long-term 
therapy (Pumpian-Mindlin, op. cit. 1953), or when there has been 
Sufficient therapeutic gain (Alexander and French, op. cit. 1946, 
Рр. 36-7). The device of setting a time limit from the very begin- 
ning was adopted by Seitz (1953) in the treatment of 'psycho- 
Cutaneous excoriation syndromes'—a very honest account of an 
experiment which was therapeutically not an unqualified success. 
Phillips and Johnston (1954) applied this idea to child-guidance 
Interviews, feeling that it was important for therapy to have a 
definite beginning, a middle, and an end. They found, in sixteen 
Cases treated with this device, a higher proportion of ‘improve- 
ment’ and of ‘mutually agreed termination’, and a lower propor- 
tion of ‘premature withdrawal’, than in fourteen cases treated 
Conventionally. E 
The problem of leaving the patient-therapist relationship in 
Such a state that the patient is willing to return for follow-up also 
does not seem to be discussed, though there are some indications 
Ш the literature that this is indeed a problem. Thus Seitz (1953), 
in the experiment described above, was able to contact only five 
Out of twelve ‘improved’ patients one year after termination, 
апа two of these, who had relapsed, ‘politely declined’ when 
Offered further treatment. Similarly, the patient described at 
length by Deutsch (1949) managed to avoid follow-up altogether, 


though Deutsch obtained information about him through his 
father, 


PREVIOUS WORK: CONCLUSION 
The foregoing review will have amply demonstrated the present 
state of confusion in this field. Of the few tentative conclusions 
at can Бе drawn, the most important is that there is considerable 
idence against the conservative view of brief psychotherapy, at 


~ in indivi d, whether such 
individual cases; but, on the other hand, h 
hoy q Present an appreciable proportion of er om ME and 
шн ized, is almost impossible to 10. 
Vi one у ын р he following: 


€ major deficiencies in the literature lic in t 
| д x LN S, 
l- The failure to publish sufficient details of АЙЕ Р 
Fas the result that an independent observer 18 ~ 
aw his own conclusions; 
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2. The tendency to select only the most successful cases for 
publication, so that no lessons are learnt from failures; 

3. The utter neglect of the vital necessity for developing psycho- 
dynamic methods, based on published evidence, for assessing 
therapeutic results; 


4. The partial neglect of the equal necessity for long follow-up. 


The reader should be left in no doubt that a study that satisfied 
no more than the three criteria below would meet a pressing need: 


1. All cases treated were published in some detail; 


2. Results were assessed psychodynamically оп published 
evidence; 


3. Strict attention was paid to follow-up. 


The present study was undertaken with this need in mind. 
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THE PRESENT WORK 


CHAPTER 4 


Preliminary 


DESCRIPTION OF PATIENTS, THERAPISTS, AND 
METHODS OF WORKING 


Patients 
The study to be described here is based on a total of twenty-one 
therapies, representing all those cases—with one exception— 
formally taken on by the team and either definitely terminated or 
definitely abandoned to long-term therapy between January 1955 
(when the whole project started) and the end of January 1958. 
The one exception (the Transvestist) is a patient who was in fact 
formally taken on, but who was quite clearly unsuitable for 
psychotherapy of any kind, with whom the therapist could make 
no contact whatsoever, and who finally drifted away from therapy 
without apparent improvement after a total of about five sessions. 
This patient made so little impact on the members of the team 
that he was simply ignored or forgotten—he was never included 
in our interim reports and no attempt was made to follow him up. 
This is a scientific oversight for which I can only apologize. By 
January 1958, also, another patient (the Car Lady) was clearly 
€xpected to end up in long-term treatment (she had so far had 
twenty-two sessions and the prospect of termination. seemed 
remote); but although this expectation was subsequently fulfilled, 
She has not been included. It has been necessary to draw a firm 
line somewhere, or the work would have been never-ending. 

The patients were all taken from those referred routinely, or 
With a special request for immediate help, to the Tavistock Clinic 
in London (eighteen patients) or the Cassel Hospital in Richmond 


(three patients). 


Members of the Research Team 

The team will often be referred to by its nickname, ‘the Workshop’, 

from now on. The Workshop consisted of members of the staff 
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of the Tavistock Clinic and the Cassel Hospital (with the excep- 
tion of Mrs. Balint, who has been closely associated with the 
work of the clinic for many years). | 

The composition of the Workshop varied. The maximum 
strength (excluding visitors) was nine. In the twenty-one cases 
considered, there were seven different therapists. It is necessary to 
state that all the therapists must be regarded as skilled: by the 
time that they entered this work, all had had several years' experi- 
ence of psycho-analysis and/or analytically based psychotherapy. 
Only one had not yet started his training as a psycho-analyst; the 
rest were either recently qualified as analysts or became so during 
the course of the work. All cases were under the constant super- 
vision of the whole team, led by Dr. Balint, who can claim to be 
one of the most experienced analysts—both in clinical work and in 
teaching and supervision—in Britain today. 


Method of Working 


The Workshop met once a week for 13-2 hours for discussion of 
current cases. Abbreviated transcripts of these discussions, taken 
down in shorthand at the time, were circulated and preserved. 
Accounts of the therapeutic sessions were dictated by the therapists 
from memory. 

As already noted, emphasis was more on clinical enthusiasm 
than scientific discipline. Although, therefore, attempts were 
made to state hypotheses, therapeutic plans, and predictions in a 
formal manner, in the heat of the discussion these attempts were 
often unsuccessful. No attempts were made at any time to score 
judgements for statistical purposes. Judgements often, and scores 
always, have to be inferred retrospectively from the case records 
and the transcripts of the discussions, with all the scientific 
dangers that this entails. Judgements, when made, were by con- 
sensus of opinion—in Balint's words, *knocking our heads to- 
gether until something comes out of it’—which has its own 
advantages, like trial by jury. 

Nevertheless, strictness of clinical discipline leaves little to be 
desired. All patients but one (the Paranoid Engineer, a psychotic 
patient for whom it was thought at the time to be inappropriate) 
were given a projection test before, or early in, therapy. This was 
either the Rorschach or the ‘Object Relations Test’ (ORT: 
Phillipson, 1955), a psycho-analytically based form of the TAT. 
Both tests were interpreted intuitively, along psycho-analytic 
lines, by experienced psychologists (Mr. Boreham, Mr. Phillipson, 
or Mr. Rayner—usually Mr. Boreham). There was full discussion 
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of all patients either before they were taken on or early in therapy. 
Sessions were reported to the Workshop verbally at frequent 
intervals, and were thoroughly discussed. During these discussions 
therapists were frequently cross-examined, and were not allowed 
to get away with very much in the way of distortion or suppression 
of evidence. 


COURSE OF THE WORK 


The work opened with a long preliminary discussion of our 
preconceptions about brief psychotherapy, based mainly on casual 
first-hand experience. From this a single clear trend can be seen 
in retrospect to have emerged: that the views expressed were 
overwhelmingly conservative. For selection criteria, we all 
favoured Hypothesis A. For technique, we were mainly pre- 
occupied with fear of the transference neurosis; and consequently 
Our discussions were much concerned with ways in which the 
transference could be avoided, deflected, or ignored. Jt is important 
to note, therefore, that our original intention amounted to an 
attempt to ‘turn back the clock’ and return to the primitive tech- 
nique of the early analysts. 

The immediate aim then became that of a pilot study: to select 
patients thought to be suitable, to apply the techniques suggested, 
and to see what therapeutic results could be achieved. That this 
plan reckoned without the powerful ecological factors at work in 
the interaction between a population of patients and a group of 
well-trained psycho-analysts will be discussed in later chapters. 
Suffice it to say that neither as far as selection criteria nor as far 
as technique were concerned were we able to hold to the original 
intentions. We tended to choose the patients in whom we were 
interested; and we used the technique which came naturally to us. 
The result was, by chance, a great gain both in the scientific and in 
the therapeutic value of our work. Having begun by being highly 
Conservative, we ended as radical as almost any previous worker in 
this field. 


SCOPE OF THE PRESENT STUDY 
The rest of this book will consist of a detailed presentation and 
discussion of the evidence provided by these twenty-one therapies 
On the questions of : 


1. Therapeutic results 
2. Selection criteria 
3. Technique. 
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The greatest emphasis of all will be laid on the presentation and 
assessment of the results. This is not only the major unsolved prob- 
lem in the whole field of psychotherapy; but it must necessarily 
form the central part of any study of this kind, upon which almost 
all other conclusions depend. 

There are perhaps one or two dozen important and interesting 
topics that have not been explored at all, of which a few are: 
(i) the relation between therapeutic plans and actual events; 
(ii) the relation between the evidence provided by the psychiatric 
interview and the projective test; (iii) what follow-up means to the 
patient. There are also fascinating clinical points illustrated by 
many individual patients. I have confined myself almost entirely 


to an overall view of the work and to principles that are of general 
application. 
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The Assessment of Therapeutic Results 


This very difficult problem was the subject of a separate paper 
(Malan, 1959). The whole difficulty may be illustrated by a single 
example, the agoraphobic girl quoted by Bandler (in Oberndorf, 
Greenacre, and Kubie, op. cit. 1948) and already mentioned in 
Chapter 3 (p. 23). The essential point illustrated by this patient is 
that (i) while she dressed and behaved in such a way that men were 
attracted by her, she suffered from agoraphobia; and that (ii) when 
she lost her agoraphobia, she was found to have changed her 
behaviour in such a way that men were no longer interested in 
her. It is thus hardly difficult to postulate (i) that the agoraphobia 
and the problem of her relation to men were dynamically linked, 
(ii) that the ‘real’ underlying disturbance lay in her relation to 
men, and (iii) that there had therefore been no resolution of her 
‘real’ problem, which on the contrary had been solved merely by 
avoidance. In other words, emotional health cannot simply be 
equated with the absence of symptoms. It is hardly necessary to 
drive this home by drawing the medical parallel, and discussing 
whether freedom from pulmonary tuberculosis should be equated 
with the absence of cough. Е 
Adherents of the psychodynamic view have of course recognized 
this distinction between ‘symptomatic’ and ‘real’ improvement for 
many years. Various terms have been used for the latter: ‘basic’ 
improvement (Ripley, Wolf, and Wolff, 1948); ‘specific’ improve- 
ment (Kessel and Hyman, 1933); ‘improvement in the pathological 
condition’ (Alexander, 1937); and of course many authors speak 
of ‘character changes’. И es 
. This is the problem—how to recognize ‘basic’ or ‘specific 
improvement; what is meant by ‘character changes’; how to tell 
that there has been improvement in the ‘pathological condition 
or, in terms adopted in my previous paper, how to distinguish 
between ‘resolution’ and various kinds of ‘false solution’, of 
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which ‘flight into health’ and ‘transference cure’ are the most 
familiar examples. - . 

The medical analogy may be pressed further in illustration. 
The first step in considering a patient is to draw up a list of 
symptoms and signs. The next step, making a diagnosis, consists 
in formulating an explanatory hypothesis linking the symptoms 
and signs together as manifestations of known pathological 
processes. Here the principle of economy of hypothesis is brought 
into action, that is, the minimum number of pathological processes 
is postulated—if possible, of course, only one. 

In medicine the nature of most pathological processes is very 
fully understood. It is therefore possible to lay down an exact 
theoretical meaning of true ‘resolution’ of the illness—in pul- 
monary tuberculosis, the death of all tubercle bacilli and the 
cessation of the inflammatory reaction. This cannot usually be 
directly observed, but theoretical and empirical knowledge can 
be used to provide criteria of presumed resolution which are more 
reliable than the mere absence of symptoms: e.g. information 
from the sputum, the sedimentation rate, or x-rays; and the large 
body of empirical knowledge about the course of the illness, which 
makes possible the assumption that if all known manifestations 
have not recurred within a certain time it is safe to return the 
patient to a normal life. 

Now although in psychodynamics the difficulties are much 
greater, the principles used can be exactly the same. First of all, 
it is possible to draw up a list of the known disturbances in 
a patient's life. The search for these can be greatly assisted— 
exactly as in medicine—by empirical and theoretical knowledge: 
if a patient complains of night sweats, it is natural for a physician 
to inquire about cough and loss of weight; if a patient complains 
of agoraphobia, it is natural for a psychiatrist to inquire about 
sexual inhibition. Moreover, whether or not the psychiatrist 
believes that the sexual inhibition and the agoraphobia are 
psychopathologically connected, the sexual inhibition—if found— 
is there and must be taken into account in any assessment of the 
patient's emotional health. 

But here the parallel with medicine begins to break down. The 
diagnosis of 'agoraphobia', in contrast to that of *pulmonary 
tuberculosis', implies nothing that is nearly so generally accepted 
about an underlying pathology; nor, as with ‘progressive muscular 
atrophy', for example, does it even imply an illness of insufficiently 
understood pathology, the future course of which can be predicted 
with reasonable certainty. 
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Nevertheless, these difficulties can be partly overcome. First, 
since an independent observer must be enabled to judge any 
evidence for himself, the list of disturbances must be set down in 
full. Next, psychodynamic theory is used to formulate a hypothesis 
by means of which these disturbances may be linked together. 
Since, to a far greater extent than in physiological illness, no 
single patient is like another, each particular patient requires a 
separate hypothesis. The principle of economy of hypothesis is 
here used in two ways: (i) as in medicine, the minimum number of 
hypotheses; and (ii) as in any science, the minimum amount of 
theory is used by means of which the disturbances may be linked. 
This whole process is best illustrated by a simplified example 
from our own work: 


The patient (the Articled Accountant), a young man of 22, 
was sent for treatment after an acute outburst of uncontrollable 
homosexual feelings. Interview revealed the following: 


1. that the homosexual feelings appeared soon after a girl in 
the office had shown some interest in him (the patient said, 
‘homosexual feelings seemed easier somehow’); . 

. that he had hardly been aware before this of sexual feelings 
directed towards either sex; 

. that he had an obsessional fear of making small mistakes at 
work, was afraid of his boss, and was afraid particularly that 
his boss would find out about his relation with the girl. 


Now these facts may, if the reader chooses, be regarded as 
unrelated. At the same time, if a hypothesis can be found that 
plausibly fits them all together, it must deserve consideration. 
The following hypothesis fulfils this: 


This patient’s ‘main problem’ is an intense fear that male 
authority figures will disapprove of his heterosexual feelings, 
which has caused him to retreat into homosexuality. 


It should be noted that the absolute minimum of psycho- 
dynamic theory has been used. Nothing, for instance, is said about 
the original cause of this patient’s fear—-though a hypothesis is 
of course ready to hand in the psycho-analytic theory of the 
Oedipus complex. Although more might well be needed for 
therapy, nothing more is needed for an assessment of the thera- 
peutic result. - . 

Now, in the present state of our knowledge, it is not possible 
to lay down criteria by which the underlying pathological process 
can really be judged to have been ‘resolved’. For this reason, the 
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words ‘resolved’ and ‘resolution’ are used mainly for their brevity 
and are not intended to imply any firm theoretical basis. It is 
possible, however, to state criteria by which it can be judged that 
all known manifestations of the original disturbance have dis- 
appeared. This, quite clearly, means the disappearance not only of 
the ‘positive’ neurotic manifestations but of the inhibitions and 
restrictions as well; that is, not only that homosexual feelings 
should be greatly reduced in intensity, but that heterosexual feel- 
ings should appear in their place; not only that direct fear of the 
boss and obsessional anxiety about mistakes should disappear, 
but that the patient should become confident in his work, and that 
he should establish a satisfactory relation with his boss based 
neither on excessive submissiveness nor on excessive hostility. 
The principles used here can be generalized and illustrated in 
the following way: first, a basic tenet is that evidence taken from 
changes in the patient's phantasies, or in his behaviour with the 
therapist, or in his reaction to projection tests—though of course 
it may be very important—is not accepted unless it is supported 
by information about changes in the patient's life away from the 
clinical situation. (This does not necessarily mean externally 
observable changes or changes in behaviour—changes in feeling, 


for example a reduction in anxiety, are of course accepted also.) 
In the next example this condition was not fulfilled: 


, Another young man (the Civil Servant) gave, in his pro- 
jection test immediately after therapy, clear evidence that he 
had been deeply affected by his relation with the therapist. 
Now the therapist was a woman, and one of his main disturb- 
ances was an inability to make contact with women. Yet, at 
follow-up three years later, his relation with girls was still 
almost entirely in the imagination; and this disturbance must 
necessarily be regarded as 'essentially unchanged'. 


Second, a ‘disturbance’ in a patient's life means some kind of 
reaction which is judged to be neurotic or inappropriate; and in 
the best possible therapeutic result this ‘inappropriate reaction’ 
must not merely have receded or disappeared, but must have been 
replaced by the corresponding ‘appropriate reaction’, Moreover, 
where the inappropriate reaction is to a symbolic situation, for 
example the Articled Accountant’s obsessional anxiety about 
mistakes, the corresponding appropriate reaction is a reaction 
to a situation in which the symbols have been translated (here, 
guilt about mistakes at work is taken to represent guilt in relation 
to male authority about heterosexuality, so that the appropriate 
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reaction will have to be sought in his relation to both of these). 

The exact interpretation of neurotic symptoms such as obses- 
sional or phobic anxieties, or of psychosomatic symptoms such as 
headache, is never easy to guess before therapy has provided the 
evidence needed, and is often not easy then. Here the principle 
has been adopted of basing the psychodynamic hypothesis—if 
possible—mainly on the more direct evidence from the distur- 
bances in human relations, and of assuming that each symptom is 
some kind of expression, symbolic or psycho-physiological, of the 
conflict involved—often a symbolic compromise between the 
unconscious impulses seeking expression and the repressing forces. 
There is no need to be more exact, because the assessment criteria 
automatically require that the symptoms and the disturbances in 
human relations shall both be substantially reduced. 

Nevertheless, the majority of patients show only partial changes, 
and the result may then be much more difficult to assess. The 
principles adopted here are as follows: 


1. Partial resolution 

(a) Substantial improvement in the human relations without 
improvement in, but without exacerbation of, the symptom. 

(b) Limited improvement in both the human relations and the 
symptom. 


2. Clear-cut false solution 5 
Loss of symptom, with solution of the problem of human relations 
by withdrawing from it. 


The third case is much more difficult: 


3. Loss of symptom, with minimal changes in the problem of 
human relations. 


This requires illustration and discussion: 

The example is once more the Civil Servant. The disturbances 
in this patient included (a) agoraphobia, (b) an inability to make 
contact with girls, and (c) obsessional anxiety about small 
mistakes, with great anger if criticized by male authority. 1 
psychodynamic hypothesis is, once more, fear of being punishe 
for heterosexuality by male authority figures, with n 
ponding anger against them. The agoraphobia is assume о 
represent some kind of sexual anxiety. The result of Шен 
consisted of complete disappearance of the зараза 
minimal changes in the other disturbances. How shou is 
result be assessed ? 
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I am far from denying the value of removing a symptom such 
as this—which was making the patient's life a misery before 
therapy—as long as the improvement is not bought (as it was in 
Bandler's case quoted on p. 23) at the price of a new severe 
restriction in the patient's life. This kind of result is therefore 
regarded as *worse' than one in which there was definite evidence 
for ‘partial resolution’, but ‘better’ than ‘essentially unchanged’. 

There is another kind of result which I regard as having a similar 
status. This is what I call the ‘valuable false solution'—in which, 
although the changes that occur show no evidence for genuine 
resolution, they unquestionably reduce the strain in the patient’s 
life at a price judged to be not too heavy—for instance by causing 
a benign circle to be set up, or a vicious circle to be prevented. 
If, for example, an impotent man is enabled to restore his defences 
and recover his potency, immense harm may be prevented from 
being done to his relation with his wife. Similarly, even the 
temporary ‘transference cure’ is not to be underestimated, if it 
results in a decision by the patient (for instance to make a 
reasonably happy marriage, see the Surgeon’s Daughter) which 
has lasting beneficial effects on the future. 

There are obvious difficulties here. One is that for the necessary 
information one has to rely entirely on the patient, who may of 
course distort the facts for many reasons and in many different 
ways. This objection is not as serious as it may seem. In the first 
place, a dynamically conducted interview with interpretation is 
the most effective way of exposing such a distortion—and it is a 
virtue of almost all psycho-analysts that they are utterly ruthless 
in the scrutiny not only of other people’s therapeutic results, but 
also of their own (see, for an example of this, the follow-up of the 
Draper’s Assistant). In the second place, any method of assess- 
ment in which the patient is aware of the significance of the 
information that he supplies, including such apparently ‘objec- 
tive’ methods as the ‘self-ideal correlation’ of Rogers and Dymond, 
is open to exactly the same objection—even more so, as there is 
in these methods no way of exposing distortions such as there is 
in a psychiatric interview. 

There are yet other problems more especially concerned with 
the present work. At what point is ‘brief? therapy regarded as a 
failure because it has now become ‘long-term’? The policy is 
adopted here of defining ‘brief’ therapy in terms of the length 
envisaged in the original plan or decided during therapy, allowing 
a good deal of latitude for difficulties over termination or the 
later continuation of a loose therapeutic relation. Thus, for the 
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Hypertensive Housewife, ‘brief’ therapy is taken to have ended 
at the first attempt at termination, after nineteen sessions, and the 
continuation of regular sessions (20-39) is regarded as ‘long- 
term’; while, on the other hand, the forty sessions of the Falling 
Social Worker, who was set a time limit of three months at three 
times a week from the beginning, are all regarded as ‘brief’. 

This leads to the question of patients who have undergone 
and have maintained partial improvements, but are much later 
taken on for long-term therapy because they or the therapist hoped 
for more. Is the mere fact of their being taken on again to be 
regarded as indicating that the original brief therapy was a failure? 
I have adopted the opposite point of view: that provided a reason- 
able time has elapsed since the original termination, the original 
improvements should be allowed to stand—otherwise the status of 
the result depends on factors quite independent of the changes 
themselves, such as whether the patient asks for further treatment 
or not, or whether there is a vacancy for him. The result is that 
further follow-up uncomplicated by the new course of therapy 
becomes impossible, but this has to be accepted. й 
, Finally, a difficulty which runs throughout this whole discussion 
is that phrases such as ‘inappropriate reaction’, ‘satisfactory re- 
lation’, or ‘valuable false solution’ not only leave much to be 
desired in exactness and objectivity, but also imply judgements 
of value, and may even mean ‘taking sides’ in the patient’s struggle 
with his environment. For instance, it may well be judged that a 
healthy reaction for a daughter would be to leave a possessive 
mother, but what about the point of view of the mother? I believe 
that this difficulty is unavoidable and has to be faced; and that 
this can be done by stating the values openly and making the 
Judgements on published evidence, so that an independent ob- 
server is free to disagree with them. The values used are mainly 
those derived from psycho-analysis: that, on the whole, human 
beings are happier if they are always free to use either their basic 
instinctual drives, or the forces restraining these, in a given 
situation; and that there usually exists an optimum and relatively 
high level at which these drives can be used, above and below 
which not only the individual suffers but also his environment. 

he criterion that can often be used is thus the effect on both: 
for example, it is assumed that both the Articled Accountant and 
his boss would find their relation more satisfactory if the former 
became less afraid and more self-assertive. The actual result, 
however, in which the patient had a series of rows with his boss 
and finally gave in his notice without foreseeing the problem of 
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references, is regarded merely as the replacement of one in- 
appropriate reaction by another. 

There are further values which must also be stated. These 
are: (1) that, on the whole, relations with people are regarded as 
more important than relations with things; (ii) that, also on the 
whole, relations with marriage partners or people of marriageable 
age of the opposite sex are regarded as more important than any 
other relations; and (iii) that great importance is attached to 
heterosexual satisfaction. These values become of importance 
in 'three-person' problems such as that of the Articled Accountant 
—for instance, an improvement in his relation with male authority 
would be regarded as less important than one in his relation 
with girls. 

In the present series of patients I have not found these hypo- 
theses and judgements very difficult, for they really consist of no 
more than a formalization of the Workshop's consensus of 
opinion. This is, however, unquestionably partly due to the 
special characteristics of these highly selected patients, to the 
high level of emotional interaction between patients and therapists 
at the original interviews—which resulted in very clear psycho- 
dynamic material—and to the almost unrivalled experience in 
psychodynamic diagnosis of Balint himself. It must be emphasized 
also that, since these patients were used retrospectively for de- 
veloping this method of assessment, there is much hindsight in 
both judgements and hypotheses, and that the whole method 
thus appears much easier than it would be if carried out entirely 
prospectively. Nevertheless, I do not believe that it would be 
impossible. 

For statistical purposes these results are scored on a four-point 
scale (‘resolution’ is used as shorthand for ‘replacement of 
inappropriate by appropriate reaction"): 

Score 3: Evidence for substantial resolution in the main problem. 


Score 2: Evidence for limited resolution in the main problem— 
particularly resolution in the problem of relations with 
the same sex without change in relations with the opposite 

Sex. 


Score 1: (a) Substantial symptomatic improvement without ap- 


preciable changes in the problems of human relations. 
(b) Valuable false solution. 


Score 0: All other changes or no change. 
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NOTES ON THE ASSESSMENT AND THERAPY FORMS 


As has already been discussed, I hold the opinion that an essential 
factor in any research in psychotherapy is the publication ofa 
summary of the evidence on all the patients treated. This evidence 
is set down in ‘Assessment and Therapy Forms’, one of many 
Such forms developed by the Workshop for the purpose of 
summarizing clinical material. It has been necessary to strike a 
balance between completeness and unmanageable length. For this 
Teason I have concentrated mainly on what I regard as really 
essential: (i) a full account of the original disturbances in the 
Patient and the changes in them, and (ii) a brief account of the 
Course of therapy. I have in general omitted the material provided 
by projection tests and interviews by independent assessors, 
except where this provides important additional or contradictory 
information. There is no intention of underestimating the contri- 
bution of our psychologists, which in almost every case formed an 
Integral part of the initial assessment, and in several an integral 
Part of the assessment of the therapeutic result. 

I regard the great length of this section as unavoidable. Almost 
the whole of the rest of the work depends on the evidence pre- 
sented here. The reader will wish to be selective, and I would 
Suggest some of the following as representative of both satis- 
factory and unsatisfactory results and assessments: 

1. The Biologist and/or the Neurasthenic’s Husband: examples 

of striking and clear-cut results in relatively severe illnesses. 

2. The Girl with the Dreams: a fair result, with an unsatis- 

factory and highly intuitive assessment. . 

3. The Unsuccessful Accountant: a clear example of what is 

meant by ‘valuable false solution’. 

4. The Storm Lady: an example of a dram 

ended in failure to terminate. 

5. The Student Thief: a presumed failure with an assessment 

rendered very unsatisfactory by failure of follow-up. 
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6. The Student's Wife: a clear-cut failure. 
7. The Clown: a complex result, probably a failure, which has 
been found impossible to assess. 


‚ Certain notes are required: 
1. The summaries of therapy have been made by myself, and do 
not necessarily correspond with summaries that would have been 
made by the actual therapist (where this was not myself). These 
summaries are, however, based not only on the written case notes, 
but also on the ‘living’ accounts of most sessions given by the 
therapist at the meetings. 


2. It has not always been possible to give the response to interpre- 
tations because this would often mean the inclusion of excessive 
detail. I hope enough examples appear to give an impression of 
What is meant by a ‘marked’ response—a concept that is un- 
mistakable but almost impossible to define. 


3. The forms are arranged in alphabetical order of pseudonyms. 
An index (Table 5) is included on pp. 52-4. 


4. A summary of the therapeutic results, arranged according to 
the type of problem treated, is shown in Table 6 (pp. 142-8) at the 
end of the forms. 


5. Throughout the whole of the rest of this study the names of 
members of the staff who had contact with the patients are sup- 
pressed; otherwise patients might be more easily identified. 
The number of children in the patient's family and the patient's 
position among siblings have been omitted for the same reason. 
The relation between a patient and his siblings played very little 
Dart in these therapies. The case histories are mostly somewhat 
disguised. Those of the Lighterman and Articled Accountant were 
Published in a more heavily disguised form in my paper (1959). 


6. Two cases only, the Falling Social Worker and the Railway 
Solicitor, were treated as in-patients. Sessions were mostly once 
Or twice a week. АП patients were treated face to face." 
7. (a) Sessions are numbered from the first interview (not counting 
the projection test) with a Workshop member. The initial interview 
therefore is often the same as ‘session 1”. | 

(b) 'Length of therapy' is measured from session ] to final 
termination. 

(c) *Length of follow-up' is | 

* Except the Dog Lady who was treated оп the couch for one or two sessions 
апа who then asked to sit with her back to the therapist. 
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ТнЕ ARTICLED ACCOUNTANT 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex M 

Age 22 

Marital status Single 

Occupation Articled to a chartered accountant. 

Complaint Acute appearance of uncontrollable homo- 

What seems to vine} sexual feelings, leading to homosexual 
patient now behaviour in public, for which he was 

arrested. 

2. Therapist 

Code Е 

Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 

Family history. NAD 

Home atmosphere. Happy 

Previous history. NAD 

Diagnosis. Homosexuality and reactive depression in an obses- 
sional and inhibited personality. 

C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 

(a) Homosexual feelings 

These appeared suddenly aftera girl in the office had shown some 


(b) Inhibited heterosexuality 

Largely unaware of heterosexual feelings. Masturbates without 
phantasy; has nocturnal emissions without dreams. Has never 
tried to have a girl friend though he has mixed freely with both 
sexes at school and at college. 
(c) Depression 


After appearing in court he was afraid he would not be allowed to 
continue as an accountant and he 
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(The articled accountant—continued) 
what had happened by his boss. He was treated for depression by 
his GP and was no longer depressed when seen by us. 

(d) Relations with older men 

Unable to stand up to his boss and another older man in the 
office; feels uneasy with them; constantly worried about making 
small mistakes. Always feels uneasy at doing something which 
his father wouldn’t do. 

(е) Denial of experience 

Does not know what he wants out of life. Never planned his 
career, just drifted into it. Avoids unpleasant feelings by denying 
them or filling his life with something else. 


D. AREAS OF PATIENT’S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
Fair academic history, about in keeping with his potentialities. 
Good, very close, non-sexual relations with young men of his 
Own age. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN С 
Fear of being punished for heterosexuality by a male authority, 
with flight into homosexuality. His defence against conflict of all 
kinds is a denial of feeling. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 

(а) No further homosexual feelings. : А 

(b) Active attempts at forming relations with girls, with ultimate 
Success. 

(c) No further serious depression. . 

(d) Satisfactory relations with older men based neither on ex- 
cessive submissiveness nor on hostility; ability to stand up to 
them; no uneasiness in relation to them; no further Worry 
about small mistakes; able to do things without guilt that his 


father wouldn't do. А 
(е) Ability to experience feelings freely, especially unpleasant 
feelings. Clear knowledge of what he wants out of life, with 


active planning for the future. 
G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 
To interpret the Oedipal problems leading to a flight from 
heterosexuality. 


H. SUMMARY OF COURSE OF THERAPY 

Although this pleasant and sincere young man rarely sime 

dramatically to interpretations, he obviously understood them an 
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worked with them steadily. In sessions 1-11 the therapist concen- 
trated on interpreting the homosexual episode as expressing 
(i) a flight from heterosexuality (the girl in the office) and (ii) the 
need for love and affection from his father (who had become much 
more distant when he returned from the war). Steady progress 
was made and the patient's confidence at work markedly increased. 
During this period evidence that the patient wanted a longer 
relationship with the therapist became apparent in session 4, and 
was interpreted without very much effect in sessions 4-7. 

The clearest material came in session 12, with a dream in which 

the patient had in his possession a key that he had no right to. The 
therapist interpreted that this represented /is father's penis, which 
the patient felt he had to steal in order to become a man; and that 
when he and the young man had touched each other's genitals 
he was seeking reassurance that they did not want to castrate 
each other. There was no dramatic response to this interpretation, 
but in session 13 the patient came up full of confidence, and the 
therapist suggested beginning to tail off treatment. In session 14 
the patient, in a state which seen in retrospect—was probably 
somewhat hypomanic, had a long phantasy about the sweeping 
changes he would make in the office if his boss retired. 
WORK ON TERMINATION. In session 15 the patient was not nearly 
so cheerful, and in session 16 he reported that he had been de- 
pressed. Depression steadily deepened during subsequent sessions. 
Anger and a sense of loss at termination, related to the failure of 
the relation with the patient’s father, were made into a focus during 
sessions 15-22. Finally, in session 22, there was a clear response to 
the interpretation that the patient wanted things to go wrong at 
work so that he could Say it was his boss's fault. The therapist 
suggested that the patient had felt the same about therapy, with 
the implication that this Partly accounted for the relapse and 
depression, but this the patient denied. In the next session, how- 
ever, he reported a sudden lifting of his depression. 


Total no. of sessions 27 
Total time 13 months 

I. CHANGES IN ALL DISTURBANCES LISTED UNDER C 

Follow-up (1) 2 months: 

(a) Homosexual feelings. Now has no Wish to seek a homosexual 


relationship actively, but has homosexual feelings at times, and 
‘I don't know what Га do if someone tried to seduce me’, 
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(The articled accountant—continued) 
(b) Heterosexual feelings. One half-hearted attempt during therapy 
to form a relationship with a girl was revealed as an attempt to 
please the therapist, and came to nothing. He is still unaware of 
heterosexual feelings; still masturbates without phantasy; still 
has nocturnal emissions without dreams. His close male friends 
have moved away and he is solitary, spending his week-ends alone. 


(c) Depression. None. 


(4) Relations with older men and work. Has considerably improved 
in his ability to stand up to his boss and another man in the office 
—if anything he has gone the other way, and treats his boss with 
lack of consideration. Great increase in his confidence and ability 
to enjoy his work. No further worry over small mistakes. His 
ability to enjoy things his father wouldn't do has increased. 


(е) Denial of experience. Little permanent change. Has tentative 
plans about leaving home and changing his job, but gives the 
Impression he is waiting for something to turn up. 


Follow-up (2) 7 months: 
(а), (b), and (c). No further change. 


(4) and (e) Relations with older men and work; Denial of experience. 
After the recent death of his father, which he experienced quite 
deeply, he has been determined to get what he can out of life 
before it is too late, and has also been having rows with everyone, 
Including his boss. 


Follow-up (3) 2 years 7 months: 
(a) and (b) Sexual problems. No further change. 


(c) Depression. He said that he had had a number of attacks of 
mild depression, each lasting for a short time only, since the last 
follow-up: but that the last was a considerable time ago. 

(4) Relations with older men and work. His relation with his former 
boss ended in a serious row and the patient gave in his notice. 
This made references very difficult, but the patient has now got a 
Job as managing clerk in an accountant's office. He gets on well 
In the direct relation with his present boss, in spite of the fact that 
the boss tends to be rude. Nevertheless, he is over-anxious about 
making mistakes when he is given responsibility; and at one point, 
When he nearly got the firm into trouble, felt he would have to 
Шуе up accountancy altogether, even though his boss was not 
much worried about it. 
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(The articled accountant—continued) . | 
(е) Denial of experience. He has given up all idea of taking his 
final exams and becoming a chartered accountant, though he 
knows he could perfectly well do so if he chose. He is solitary and 
lonely, most of his friends having moved away, and he doesn't 
know how to set about making new ones. His feelings about his 
father and the therapist now seem very far away. He is, however, 
still able to enjoy things his father wouldn't have done. 


J. PSYCHODYNAMIC ASSESSMENT OF RESULT 


The main inappropriate reaction (homosexuality) has receded 


without being replaced by the Corresponding appropriate reaction 
(heterosexuality). 


Secondary inappropriate reactions: 


1. Fear of male authority. At first replaced by another inappro- 
priate reaction—excessive hostility. Possibly now replaced 
by appropriate reaction, but evidence from his relation with 
his present boss is not sufficient. 

2. Obsessional anxiety about mistakes. Possibly somewhat 
reduced but clearly still present. 


3. Depression. The tendency towards depression seems to be 
still present. 


4. Denial of experience. After initial replacement by appropriate 
reaction this has re-formed, and is now unchanged. 


Summary. Insufficient evidence of improvement for an assessment 
higher than ‘essentially unchanged’. 


Score 0. 


K. STATUS OF THE EVIDENCE 


The psychodynamic evidence is unequivocal, and there seems little 
justification for a score higher than 0. 

This patient is very similar to the Civil Servant, who also shows 
a recession of the inappropriate reaction without replacement by 
the appropriate reaction. The essential difference between the two 
the present patient has given up all 
ons with girls, and has quite unneces- 
5 to realize his full potential at work. 
he has had little success in either field, 
is why the Civil Servant scores 1 and 
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THE BIOLOGIST 


A. DETAILS OF PATIENT AND THERAPIST 
1. Patient 


Sex M 

Age 27 

Marital status Married 

Occupation By training a biologist, but now doing 


administrative work for a firm dealing 
in pest control. 


Complaint Difficulty over eating in public (34 years). 

What seems to bring Has only five weeks in London in which 
patient now to get help. 

2. Therapist 

Code B 

Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 

Family history. NAD 

Home atmosphere. *Happy and united." 

Present illness, Sudden onset 34 years ago. Symptoms some- 
What variable but essentially the same since then. GP treated him 
With alkalies at first, and two years ago he had an appendicectomy, 
Without relief in either case. Patient states that Ba meal was 
Degative, 


Mental state. Patient gave a somewhat paranoid account of 
relations at work, 


Diagnosis, Phobic anxiety, conversion hysteria, and latent homo- 
Sexuality in a possibly paranoid personality. 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 
(a) Eating phobia 
ED. only when he eats in public an 
orst ki of "e 
Rege ii bte ici es the actual morning he 
т tense, cannot keep still, trembles and wan, eid 2 
n Clous of little overt anxiety. He begins to feel sic per 
ever actually vomited. His ‘stomach muscles bunch up ап 
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The present work 


(The biologist—continued) 

has pain below the ribs. During the meal itself the food seems to 
get stuck below his ribs. He is afraid that he will vomit in public 
and that he will get left behind and become conspicuous. All this 


is greatly relieved at the end of the main dish. He always has 
indigestion afterwards. 


(b) Sexual difficulties 

(i) Heterosexuality. Poor erection and premature ejaculation 
ever since marriage (two years). Getting bored with married life. 
(ii) Homosexuality. Has recently found homosexual impulses, 


which were strong at school, returning. He has attacks of com- 
pulsive phantasies with a clear homosexual flavour. 


(c) and (d) Difficulties with older men and achievement 
His eating difficulty manifests itself particularly in the presence 


of his superior at work. Follow-up revealed difficulties over 
work (see below). 


D. AREAS OF PATIENT’S LIFE UNAFFECTED BY ABOVE DISTURBANCES 


He presents a very good front and has so far done very well at 
work. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN C 


Guilt and anxiety about repressed homosexual impulses, now 
returning to consciousness, Therapy suggested that these impulses, 


at least partly, Tepresented submissiveness covering anxiety about 
competition with men. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 
(a) Disappearance of eating phobia. 


(b) (i) Disappearance of potency difficulties, with improvement 


in enjoyment of sexual intercourse. Improvement in his 
relation with his wife. 


(ii) Disappearance of homosexual impulses and phantasies. 


(c) and (d) Improvement i 


| n relations with men. No problems over 
Work or achievement. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 
The following plan was formulated after the initial interview: 


1. To see him twice a week 


for the time available (five weeks). 
2. To find out and interpre 


t the meaning of the eating phobia. 
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(The biologist—continued) 


After session 1 it was suggested that the therapist should concen- 
trate on passive homosexuality. 


H. SUMMARY OF COURSE OF THERAPY 
This patient, who gave the impression of a well-educated, success- 
ful business executive, was first seen by a non-Workshop member, 
and then for an ORT by his therapist. During both these inter- 
views he denied that his symptom had a psychological origin. 
Some interpretative work was done in the ORT, and in session 1 
the patient's first recorded remark was that he now felt that his 
problems were psychological. He then at once plunged into un- 
conscious communication, talking mainly about his relation with 
older men, while the therapist concentrated on interpreting rivalry 
and aggressive feelings. When this session was reported in the 
orkshop, the suggestion was made that passive homosexual 
ft eelings would have been more appropriate, and this became the 
main focus for the rest of therapy. In session 3 the patient was in 
resistance, and this was resolved by the first transference inter- 
pretation—the need to keep the relation with the (male) therapist 
under control. The patient responded by saying that he knew he 
Was going to have to talk about his home life but had been con- 
sciously trying to avoid it. This led in session 4 to the patient's 
talking about his father, with interpretations about his attempt to 
deny that he felt more of a man than his father. In session 6 the 
Interpretation was made that his fear of vomiting represented his 
fear of showing the guilty shameful things inside him—perhaps 
Something to do with masturbation. The patient responded by 
telling of an incident at school in which he had been caught 
Masturbating with another boy and a prefect had made hints about 
this at a meal table. In session 8 a number of interpretations were 
Made about the patient’s wish for a passive homosexual relation 
With the therapist. The session threatened to develop into an 
argument and interpretations about negative transference brought 
Out a small amount of hostility. In session 9 the patient reported 
that he had been to the firm’s annual Iuncheon—usually the worst 
Occasion of the year for him—almost without anxiety. | 
WORK ON TERMINATION. In session 10 several interpretations 
about the patient's uneasiness over termination were made, with 
Some agreement from the patient but no marked response. 


Total no. of sessions 10 


Total time 5 weeks 
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(The biologist—continued) 
I. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
At termination: 


(a) Eating phobia. Had been to the firm's annual luncheon with 
hardly any anxiety at all. 


(b) Sexual difficulties. (i) Heterosexuality: Potency considerably 
improved but ‘not 100 per cent’; (ii) Homosexuality: Homosexual 
phantasies ‘completely gone’. 


(с) and (4) Difficulties with older men and achievement. Apart 
from the disappearance of the eating phobia, which manifested 
itself particularly in the presence of his superior, no information. 
Now, however, preoccupied with a need to be ‘100 per cent virile’. 


Follow-up (1) 8 months: 
No further change except emergence of a new problem: 


(4) Difficulties over achievement. Not working as well as he used 
to. Getting unhappy at work. ‘People standing in the way of his 
promotion.’ Thinking of changing his job. 

Follow-up (2) 3 years: 

(a) Eating phobia. No recurrence. 


(b) Sexual difficulties. (i) Heterosexuality : Improvement in potency 
maintained. Now ‘a happy united family’; (ii) Homosexuality: 
The homosexual phantasies had been largely absent, though with 
a few minor recurrences, until the demotion at work (see below). 
They then returned in full force. He got so desperate that he ‘went 
down on his knees and prayed for help’. The phantasies dis- 
appeared and have been absent since then (1 month). 


(4) Difficulties over achievement, Не left his previous job and gota 
managerial position at another firm. He began to get behind in 
his work and was demoted. Now looking for other jobs, without 
Success so far, and feeling desperate. 

Follow-up (3) 5 years: 


(a) Eating phobia. No recurrence, 
that he gets a feeling of fullness а 
does not worry him. 


The only manifestation now is 
fter eating only a little, but this 


(b) Sexual difficulties. (1) Heterosexuality: Whole family very much 

happier. ‘Contented domestic scene? in the evenings. No premature 

ejaculation, can wait until wife is ready. Intercourse mostly at 

week-ends, but nearly always entirely satisfactory to both partners. 
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(The biologist—continued) 
(ii) Homosexuality: The homosexual phantasies have returned to 
some extent; he now gives in to them ‘about once a month’. The 
recurrence occurred at about the time he got the present satis- 
factory job (see below). 


(c) and (4) Difficulties with older men and achievement. Two years 
ago he got a job as second in command in a small firm. He is very 
happy in this job, and is earning and doing well. 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 


(а) Almost complete and permanent disappearance of symbolic 
representation of problem (eating phobia). 

(b) Fluctuations, and ultimate reduction, in homosexual ten- 
dencies—though not complete disappearance by any means. 
Marked improvement in relation with opposite sex, including 
sexually. Almost certainly ‘sublimation’ of some of the homo- 
Sexuality in his relation with his new boss (regarded as a 
satisfactory solution). 

(c) and (d) Problem of competition and achievement apparently 
satisfactorily solved, though partially by avoidance. *Valuable 
false solution’ to this particular problem. 


Complex, but score 3. 
К. STATUS OF THE EVIDENCE 


The psychodynamic evidence is extremely clear. According to the 
evidence it would be difficult to score this result any lower. 
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THE CIVIL SERVANT 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex M 

Age 22 

Marital status Single 

Occupation Junior civil servant. . : 

Complaint Agoraphobia and fear of eating in public, 

Six months. 

What seems to bring The anxiety developed shortly after he was 

patient now given the job of answering inquiries by 


the public in his office. 


2. Therapist 
Code A 
Sex F 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 
Family history. NAD 


Home atmosphere, Undisturbed, though there was probably lack 
of contact between the patient and his parents. 


Previous history. NAD 


Present illness. Sudden onset; 


symptoms have continued ever 
since. 


Diagnosis. Phobic anxiety- 


hysteria in an obsessional, immature, 
and inhibited Personality, 


С. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 

1. Known at initial assessment: 

(a) Psychosomatic and anxiety symptoms 

(i) Permanent feeling of faint sickness, 

(ii) Feeling of sickness greatly increased, and in addition there 
appear dizziness and Sweating of palms, if in a situation from 


which he cannot escape without attracting attention—evening 


classes, theatre (cinema is all right), Waiting for a coach with a 
party of people. Usually manages to stick this out 
hour of evening classes is not too bad. 
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(The civil servant—continued) 


(iii) Sickness and anxiety symptoms greatly increased also if he 
has to eat in public, e.g. in a restaurant, but can force himself to 
do = Recently lost his appetite when some people came to dinner 
at home. 


(b) Difficulty with girls 

Cannot make contact with girls. Has never taken a girl out. Had 
to give up attempt to learn to dance. Cannot show girls in the 
Office how to do their jobs. 


(c) Obsessional phenomena— Difficulty with authority—Anger 
Constantly worried about making mistakes, and particularly about 
discussing them with his father. Gets very angry and feels he would 
like to kill anyone who tells him off about making a mistake— 
Particularly the head of his department at work, who is very 
Unpopular with everyone. 


2. Which came to light during therapy: 


(d) Problems over achievement and competition 

These at the moment seem to be fairly mild. His academic career 

Seems not quite up to his potentialities. Much preoccupied with 
Is achievement in sport, at which he does quite well. 


D. AREAS OF PATIENT’S LIFE UNAFFECTED BY ABOVE DISTURBANCES 


hs doing tolerably well at work, enjoys his recreations, and is 
Struggling hard to manage in spite of his phobias. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN C 
Guilt and anxiety about sexual feelings towards women, much of 
Which is based on a strong, guilt-laden feeling of г ivalry and 
erii d towards men. His phobias are assumed to be a symbolic 
representation of aspects of this conflict, but their exact meaning 
I$ not clear, 


F, 
EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 


i Complete relief of his anxiety. _ 
Ctive attempts to make relations 
Undue anxiety, and with ultimate s 
( Potency, 
9) Improvement in his relation with male aut 
Оп excessive hostility nor on submissiveness. 
eing criticized. 


hips with girls, without 
uccess. Ultimately, full 


hority, based neither 
Ability to stand 
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(The civil servant—continued) 
G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 


To interpret, as forcefully as possible, anxieties derived from the 
Oedipus complex. 


H. SUMMARY OF COURSE OF THERAPY 


This young man was described by the therapist as looking 
frightened, underfed, and unloved. He treated the therapist very 
*nicely' and she felt it important to get at the negative feelings 
behind this facade. The transference focus of inability to contra- 
dict the therapist was interpreted without much response in 
This was related to the patient’s anger 
with his father and fear of getting into conflict with him. In 


like to manage on his own, and the therapist agreed. 
WORK ON TERMINATION. None recorded. 

Total no. of sessions 12 

Total time 6 months 
1. CHANGES IN ALL DISTURBANCES LISTED UNDER с 
Latest follow-up: 2 years 11 months (interview with independent 
assessor). 


Previous follow-u 


P interviews: 3 months; 1 year 9 months; 
2 years 6 months. 


Assessment and therapy forms 
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openly accepted a psychological explanation for any of his 
Symptoms. 


(b) Difficulty with girls. His relation with girls remains largely 
idealized and in phantasy. He is strongly affected by girls he sees 
in the train. He has taken girls out on about two occasions, but 
they didn't come up to his expectations and he dropped them. 
He feels he couldn't take a girl home to his parents. 


(c) Obsessional phenomena— Difficulty with authority—Anger. He 
1s worried that his parents will find out about small mistakes, less 
Worried that his boss will do so. At work, however, he does have 
to check things more than most people, and this makes him slow. 

As far as anger is concerned, the information is equivocal. He 
told the therapist (2 years 6 months) that he probably gets angry 
more easily than most people, but verbalizes his anger and this 
Only seems to lead to good results. He told the independent 
assessor (2 years 11 months)—with whom he was clearly angry at 
the time—that he often got angry with people, didn't show it, and 
а long time later might have an imaginary conversation 1n which 

€ said all the things he would like to have said. 


48) Problems over achievement and competition. He has now failed 
15 final exams twice, but is going on trying. 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 
Disappearance of phobic symptoms, with emergence of a now 
Much milder psychosomatic symptom. Probably no essential 
change in problems with girls, men, anger, or competition: 
1e. marked recession of symbolic inappropriate reaction without 
replacement by appropriate reaction. 

Score 1. 


к. 
STATUS OF THE EVIDENCE 
formation full: interpretation fairly certain. 


WR. Сасина è 


Xa с. wA 
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THE CLOWN 


A. DETAILS OF PATIENT AND THERAPIST 
1. Patient 


Sex M 

Age 24 

Marital status Married 

Occupation Laboratory assistant. 

Complaint Self-consciousness, lack of confidence; 
feeling that people look at him; thirteen 
years. 

What seems to bring Probably the fact that his first baby was 

patient now born a few weeks ago, but patient is not 


conscious of this. 


2. Therapist 
Code B 
Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 


Family history. Father suffers from peptic ulcer. Mother, very 
nervous, cries a lot. 


Home atmosphere. Const 


ant family quarrels as long as he can 
remember. 


Previous history. Enuretic till 14. Married eighteen months. 


Diagnosis. Long-standin 


g character disorder with a paranoid 
element, now with 


reactive depression accompanied by anxiety. 


С. ALL KNOWN DISTURBANCES IN PATIENT’S LIFE 

(a) General problems 

Feels people look at him. Now finding it increasingly difficult to 
work because of this. He left a Previous job because people made 


mild fun of him—felt angry, couldn't express it, unable to talk to 
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(The clown—continued) 
(c) Problems connected with masculinity 
After initial difficulties the sexual relation with his wife is fairly 
satisfactory. He feels it is slightly distasteful to ejaculate inside 
her. He can satisfy her but is somewhat disappointed himself. He 
cannot realize he is now a father. He is especially self-conscious 
in the presence of virile men. 


(d) Problems over work 
He is thoroughly dissatisfied with his present work and wants to 
Work in the country. 


(е) Manifest anxiety | 
Between initial interview and projection test he got into a state of 
Severe anxiety. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
He managed to go through with marriage against his father-in- 
law's wishes. The quality of the relation with his wife is fair—he 
Says it depends on his dominating her and taking the decisions. 


: E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN С 
1. Severe anxieties about attaining masculinity, exacerbated by 
recently becoming a father. The depression is probably reactive 


to his feeling of failure as a тап. — id 
2. There also seem to be much deeper disturbances of a paranoi 


kind. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 

(a) and (b) Extensive reduction in feelings listed under фаш) 
above, with increase in self-confidence and ability to get on 
with people. ; 

(с) Full Satisfaction from sexual intercourse; evi 
ability to take his place as father in the home, an 
Competition with men. 

(4) Solves his problem over a job realistically and gets sat 
from it. 


(e) Disappearance of state of severe anxiety. 


dence of his 
d to cope in 


isfaction 


5 THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 


= od and 
9 Concentrate on interpreting anxieties about fatherho 


9 try to avoid dependent transference. 
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(The clown—continued) 
H. SUMMARY OF COURSE OF THERAPY "n 
The patient was in a state of severe anxiety after the initial 4 
view, demanding immediate help or he couldn't carry on. The 
therapist consistently tried to apply the plan of interpreting prob- 
lems concerning masculinity, but the patient always came back to 
demanding advice about changing his job. In session 4, after very 
little apparent progress, he said he was already looking for a job 
in the country. Nevertheless he said he had got what he wanted 
from the therapist—he had been made to feel a human being, not 
a flop or a fraud. At the last moment the therapist, feeling that 
neither he nor the patient was really satisfied, asked if there was 
Something more that the patient wanted to discuss. The patient 
immediately said that there was Something he very much wanted 
to ask: ‘Whether you think that there is anything about my face 
that would make people look at me.’ The therapist suggested that 
he needed to appear as a clown because he was afraid of appearing 
as a man, and then he felt people looked at him. The patient 
seemed very content with this interpretation, and parting was on a 
note of great warmth. He was seen once more, briefly. He had got 
a job as a farm labourer many miles from London and seemed 
very happy. M 
WORK ON TERMINATION. The only hint of this was the therapist's 
question, in session 4, Whether the patient was satisfied with the 
work done, to which the answer was affirmative (see above). 

Total no. of Sessions 5 

Total time 4 weeks 


1. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
Follow-up (1) 1 year 9 months: 


The follow-up interview revealed a very complex situation: 


(a) General problems. He says he now has no social anxieties—he 
an joke with people and carry on normal conversation—but he 
says that this is entirely dependent on his taking drugs prescribed 
16 stops taking drugs he says his voice goes 
mself going down and down and he retires 
ould probably make him unable to go to 
the original feeling that his thoughts get 
frozen if he feels people are making cutting remarks, his mind 


€ has given up playing the clown, but he 
feels he might become a b 


Towards the end of the i 
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(The clown—continued) 


quite paranoid account of his first experience of being tested at 
the clinic. 

(b) Depressive manifestations. No certain information, presumably 
much improved. 

(c) Problems over masculinity. He now has two children and feels 
he is a success as a father. He is very happy with his wife and says 
the sexual relation is very good. He feels that this change is not de- 
pendent on his taking drugs. He has a feeling of achievement in 
being able to support his family. 

(4) Problems over work. He stayed in the farm job only for a few 
Weeks, and since then has had three jobs, all below his capacity, 
the last for two months. He seems content nevertheless. 


(е) Anxiety. Completely disappeared. 


Follow-up (2) 2 years 10 months: 


Letter from psychiatrist saying patient had been referred to him 
and asking for a report. Therapist wrote and asked for information 
àbout patient's present condition, but received no reply. 


J. SUMMARY OF CHANGES 
At follow-up (1) both his social difficulties and those over mascu- 
linity seem to have been largely replaced by the appropriate 
reaction; but much of this improvement—possibly all—is de- 
Pendent on taking drugs. The work problem remains. The anxiety 
has disappeared. Follow-up (2) gives us no more information 
than that he has sought treatment again. 


Result probably essentially unchanged, 
to assess, 


but really impossible 


No score, 


K. 
s STATUS OF THE EVIDENCE 
ery incomplete. 
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THE рос LADY 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex Е 

Аре 33 

Marital status Married 

Occupation Housewife 

Complaint Intense fear of dogs since the age of 6. 

What seems to bring Afraid that her daughter, now aged 2, will 
patient now become affected by this fear. 

2. Therapist 

Code F 

Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 
Family history. Father has been diagnosed as anxiety neurosis. 


Home atmosphere. Father used to have violent rages. Mother 
nagged father and ‘finally won domination over him’. Constant 
quarrelling between parents in front of children. One brother very 
withdrawn, could not settle in any job. 


Present illness. Phobia has hardly fluctuated in intensity since 
it began. 


Diagnosis. Phobic anxiety neurosis. 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 
1. Known at initial assessment: 


(a) Dog phobia 

“Absolutely terrified’ of dogs. Cannot pass a dog in the street— 
has to cross to the other side or run into the nearest garden. Much 
more afraid if the dog barks. Leaves the house only when abso- 
lutely necessary, two to three times a week. 


(b) Need to control people 

Some evidence at interview, abundantly confirmed later, that she 
arranges things so that everybody is nice and kind to her, and 
finds it difficult to tolerate if people don't fit in with this. 


2. Which came to light during therapy: 


(c) Need to run away from treatment repeatedly and be persuaded 
back. She failed to come to the first appointment offered but came 
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(The dog lady—continued) 


to the second. This pattern was manifested frequently during the 
whole period of short- and long-term therapy. 


(d) Terror of having group treatment. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 


She has functioned well in all the externals of life at the price of 
her severe phobia. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS REQUIRED TO EXPLAIN C 


The evidence suggests that she is very afraid of some kind of 
primitive feeling in herself; that this feeling is represented by the 
dogs (something fierce and not under her control); and that she 
has to arrange her life so that she avoids not only the dogs, but 
also any situation in which these feelings might be aroused (which 
included therapy and especially group therapy). 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 

(a) Loss of phobia, accompanied by 

(b) loss of need to control people and situations so that everyone 
is nice and kind; and 

(c) freedom with her sexual and aggressive feelings. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 


After the projection test, which suggested a severe hysterical 
illness with rigid defences, this patient was regarded as unsuitable 
for brief psychotherapy. She was therefore offered a preliminary 
appointment to discuss group treatment, which she failed to keep. 
She wrote saying she could not face group treatment. She was 
then offered, and she accepted, brief psychotherapy by the thera- 
pist whose group she was due to attend, with the limited aim of 
enabling her to accept group treatment. 


H. SUMMARY OF COURSE OF THERAPY 

Session 2 was taken up with her resentment against the original 
interviewer, who had not been nice and kind to her. In session 3 
the therapist forcefully interpreted that her life problem was 
difficulty in facing her anger, so that she avoided anything which 
represents anger (such as dogs) and anything which might make 
her angry (such as unkind therapists or the group). She ended by 
saying ‘I know that the group represents life, and it must be my 
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object to go'. After session 5 she agreed to attend the group, 
which she did twice, sitting tense and rigid and hardly able to say 
a word. She finally refused to attend any more and returned to 
individual therapy. In subsequent sessions a peculiar transference 
situation developed, in which she had to sit with her back to the 
therapist in order to confess some sexual secret—which in fact 
she never succeeded in doing. Deadlock. Therapy was then 
terminated because of the therapist's departure from the clinic. 
WORK ON TERMINATION. Although the main focus was the patient's 
feelings about joining a group, no work was recorded on her 
feelings about leaving individual therapy. 


Total no of sessions 10 
Total time 5 months 


I. CHANGES IN ALL DISTURBANCES LISTED UNDER C 


At termination of individual therapy: 

Almost certainly no changes in: 

(a) dog phobia, or 

(b) need to control external situations, but 

(d) terror of group treatment was sufficiently reduced for her to 


accept group treatment once more, and attend for treatment 
in two different groups for 34 years. 


There was, however: 


(c) much acting out over attendance at the group during this 
period. She finally left the group in a state of great anxiety, 
after speaking for the first time of phantasies about the 
therapist's sexual relation with another woman. Finally, 4 years 
3 months after the original termination, she asked for indi- 
vidual therapy in private, but when there was some delay over 
offering her an appointment she refused to come. Changes at 
this point are not clear but must be minimal. 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 


It is clear that the original limited aim, to enable her to attend 
group treatment, was partly achieved. This is not regarded as a 
valid therapeutic aim for the purposes of this study. 


No score. 


K. STATUS OF THE EVIDENCE 


Unequivocal. 
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THE DRAPER'S ASSISTANT 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex F 

Age 21 

Marital status Married 

Occupation Assistant in a draper's shop. 

Complaint Fear of sexual intercourse. 

What seems to bring Has been married seven months. Marriage 
patient now still not consummated. 

2. Therapist 

Code A 

Sex Е 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 

Family history. NAD 

Home atmosphere. Father tended to get angry and shout. 
Menstrual history. FMP at 13. Regular 528-29. Very little pain. 


Physical examination. Examined at birth control clinic. Introitus 
admitted three fingers; cervix pointed downwards and forwards; 
uterus small. No physical reason why she should not have inter- 
course. (State of hymen not recorded.) 


Medical history. No serious illnesses. 
Present illness. Husband, seen by us, claimed to be fully potent. 
Patient is not afraid of childbirth. 


Diagnosis. Frigidity and mild phobic anxiety (see below) in an 
immature personality. 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 

Known at initial assessment: 

(a) Sex 

Has never allowed her husband to penetrate properly (though 
there was a small amount of blood on one occasion, and it is 
possible her hymen is ruptured). Gets the feeling that she is ‘going 
to burst open' if she allows penetration. 

(b) Phobias 


As long as she can remember she has been afraid . 
(i) of being alone in the house, in case a burglar should come in; 
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(ii) of being alone in the street, in case a man should follow her 
and attack her; 
(iii) of climbing ladders. 
None of these fears, however, has ever played a big part in her 


life; and none has ever prevented her from doing anything that 
she wanted to do. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
(a) Has had a number of boy friends before her husband and has 
erotic feelings when kissed. 


(b) Has taken a good deal of responsibility in helping her mother 
at home. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN C 
Anxiety about her own primitive sexuality. 


Е, EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 
(a) She should allow her husband full penetration, without 
anxiety, with enjoyment, with orgasm. 


(b) The above should be accompanied by disappearance of her 
phobias. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 
No definite plan was made. 


H. SUMMARY OF COURSE OF THERAPY 


In session 1 this very unsophisticated young woman seemed to 
the therapist to be *trying to have a grown-up conversation about 
а part of her that is still a little girI—only по one must say openly 
that there is a little girl’. 

It is very difficult to know exactly what happened in this therapy. 

Important moments seem to have been: 

(i) Session 2: therapist interpreted patient's fears of having 
her body spoiled. At the end of this session the patient 
warmed up and said, ‘It is better to be able to talk to some- 
body’. 

(ii) In session 5 the patient seemed to be keeping the therapist 
at bay by chatting, and the therapist interpreted that she 
was keeping control of her in the same way as she had to 
control her husband by refusing intercourse. 

(iii) The patient then missed one session, but in the next session 
said that there had been a ‘little blood on the sheet’ about a 
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week before. The therapist advised her to investigate her 
vagina with her fingers. 

(iv) In session 8 the patient reported having lost her wedding 
ring, and the therapist interpreted that she wished to throw 
away her marriage, not to become a woman, and to keep her 
husband angry. She wept and said she knew the therapist 
and her husband were right, but they didn't understand 
how impossible it was for her when the time came. 

(V) In session 9 the patient reported having had intercourse 
several times, and treatment was terminated at session 10. 
WORK ON TERMINATION. None recorded. 


Total no. of sessions 10 
Total time 5 months 


1. CHANGES IN ALL DISTURBANCES LISTED UNDER С 
Follow-up (1) 24 months: 


Says she has ‘forgotten her difficulties’ and that she and her 
husband are hoping to start a family soon. 


Follow-up (2) 2 years: 


The patient admitted under pressure that she had not really had 
intercourse properly at all, although there seems to have,been a 
considerable improvement in her mild phobias.! She was taken on 
for another course of treatment (13 further sessions) without 
apparent improvement. This is not considered in the present study. 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULTS 
No change in sexual disturbances. Considerable improvement in 
symbolic representation of problem, but this was of little import- 
ance in her life. 


Score 0. 


К. STATUS OF THE EVIDENCE 

It is not easy to get at the real truth about sexual problems, 
especially in a patient of this kind, but the evidence is fairly 
unequivocal.? 


1 Later follow-up showed that the phobias either had not really improved 


or else had returned later. 
. * Later follow-up showed unequivocally that she did not really have 
Intercourse. 
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THE FALLING SOCIAL WORKER 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex F 

Age 27 

Marital status Single 

Occupation Social worker for a hospital. 

Complaint Fears of falling and fainting, ten years. 

What seems to bring Referred by psychiatrist who has treated 
patient now her on and off for four years. Acute 


exacerbation after pentothal injection by 
him—he now has to pass her on. 


2. Therapist 
Code G 
Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 
Family history. NAD 


Childhood home atmosphere. Perhaps over-protective, otherwise 
happy. 
Previous history. NAD 


Physical examination. General and neurological examination by 
referring psychiatrist, NAD. 


Diagnosis. Phobic anxiety-hysteria in an obsessional personality. 


С. ALL KNOWN DISTURBANCES IN PATIENT’S LIFE 

(a) Phobic symptoms 

Fear of falling and fainting, mainly in hospital meetings, but also 
in the street. 


(b) Relations with men 
Gets herself ‘picked up’ by disreputable men whom she despises, 
with whom she has sexual relations short of intercourse. Seeks 
final satisfaction in masturbation. Cannot make sexual relations 
with ‘decent’ men. 
(c) Relations with father. Problems over being herself and leading 
her own life 
Cannot free herself from her 70-year-old father, who is possessive 
and jealous of her boy friends. Has always lived at home or in a 
women’s hostel. Has a constant feeling of unreality. 
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(The falling social worker—continued) 
(d) Compulsive phenomena 


Piles work and responsibility on herself and leaves scarcely any 
time for other activities. 


D. AREAS OF PATIENT’S LIFE UNAFFECTED BY ABOVE DISTURBANCES 


(a) Efficient and enthusiastic social worker. 

(b) Good capacity for friendship with women. 

(c) Uninhibited intellectual curiosity and satisfaction. 
(d) Copes well with responsibility. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS REQUIRED TO EXPLAIN C 
Severe conflict over her sexual feelings, which are felt to be 
forbidden and dirty. The phobias are assumed to represent a 
symbolic expression of this conflict. Defends herself against the 
conflict by splitting men into (i) disreputable men for whom she 
can have sexual feelings, and (ii) ‘decent’ men for whom she can’t. 
This problem probably has its origins in sexual and other con- 
flicting feelings for her father, with whom she is still deeply 
involved. Therapy suggested strongly that her feeling of unreality 
expressed her inability to be herself, because of her feeling that 
she had to be what other people, especially her father, required 
her to be. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 


(a) Loss of symptoms. 
(b) (i) Gives up relations with disreputable men. | 

(ii) Able to have sexual feelings for marriageable men. 

Ultimately marriage and enjoyment of sexual intercourse. 

(c) Ability to lead her own life—to give up living in girls’ hostel 
and to give up concern for father's jealous attitude to her boy 
friends. Loss of sense of unreality. 
(d) Reduction in compulsive work. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 
Not clearly formulated. 


H. SUMMARY OF COURSE OF THERAPY | | 

At interview this patient gave the impression of being at different 

times a middle-aged spinster, a little girl, flirtatious, and sincerely 

attempting to be forthright and honest. She formed a strong 

relationship with the therapist at once, and by session 3 this 

transference had become frankly dependent and with a sexual 
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tinge. The therapist responded by setting her a time limit of 
three months. 

The following foci can be selected from a long and complex 
therapy: 

(i) Inability to accept her own ‘bad’ feelings (first interpreted 
in session 1). 

(ii) Dependent sexual transference to present therapist 
(touched on in sessions 1 and 2, partially interpreted in 
session 3, broke through with a vivid sexual phantasy about 
therapist in session 10); sexual transference to previous 
therapist (interpreted in sessions 1 and 4, and thoroughly 
explored in session 10). 

(iii) Difficulty in becoming a woman, related to Oedipal 
problems (e.g. session 4). 

(iv) Conflicting identification with parents; identification with 
what people (including therapist) require of her, leading to 
loss of sense of identity (sessions 5-6). This symptom began 
to improve after this interpretation. 

WORK ON TERMINATION AND TEMPORARY ABSENCE. Anticipation of 
grief at termination was first interpreted in session 1. Feelings 
about therapist’s temporary absence were interpreted in session 8. 
Anger at the therapist’s indifference during the patient’s absence 
through a physical illness was interpreted with a clear response in 
about session 30; and it then quickly emerged that the patient had 
always been infuriated by her mother’s indifference and coldness. 
Anger and grief at termination, with defence of manic denial, were 
made the main focus during about the last ten sessions, and a good 
deal of open feeling was brought out. 


Total no. of sessions 40 
Total time 4 months 


I. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
Follow-up (1) 1 year 7 months: 


(a) Phobic symptoms. These at first disappeared, but have recently 
returned. They worry her less than when she came for treatment. 


(b) Relations with men. (i) She says she has no urge towards the 

‘pick-up’ relations with disreputable men any more. Some 

evidence, however, was obtained from an independent source 

that she tended to associate with such men at a club which she 

attended. (ii) She now has two ‘marriageable’ boy friends, with 
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one of whom she has an intense sexual relation short of inter- 
course. 


(d) Compulsive phenomena. Gets away from work on time and does 
not seek extra responsibilities. 


Follow-up (2) 3 years (letter from patient): 


(a) Phobic symptoms. ‘The only remaining symptom is the fear 
of meetings . . . although it persists it doesn’t worry me any 
more.’ 


(b) Relations with men. Her relation with one boy friend came to 
an end when he gave her an ultimatum that either she slept with 
him or they parted, and she chose the latter. She now has another 
boy friend, and says that she is starting a ‘new “friendship” 
based for the first time not on physical attraction so much as our 
affection and common interests. I am not in love, but 1 am happy.” 


(c) Ability to lead her own life. ‘I know who I am and I know 
what I want, and I don't live in a dream-world any more. 


(d) Compulsive phenomena. ‘Work is far less interesting than 
formerly, and I could easily give it up if I had a home to run. 
I do not volunteer to do any extras.’ 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 

(a) Reduction in symptoms. 

(b) Inappropriate reaction to men substantially replaced by 
appropriate reaction, though probably leaving residual sexual 
inhibitions. | 

(c) Inability to be herself and live her own life replaced by 


appropriate reaction. 
d) Disappearance of compulsive work. ; 
Though not a complete success—one would like to see her 


happily married—a very substantial improvement. 
Score 3. 


К. STATUS OF THE EVIDENCE 


Although the final follow-up was based only on a letter, this letter 
Was full and frank, and the evidence is almost unequivocal. 
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THE GIRL WITH THE DREAMS 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex F 

Age 24 

Marital status Single 

Occupation Assistant to an estate manager. 
Complaint Difficulty in concentration, lack of con- 


fidence, frightening dreams (a few years). 

What seems to bring Two months ago she had a severe panic 

patient now attack in which she thought she was 
going to have a fit. 


2 Therapist 
Code A 
Sex F 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 


Family history. Father had some sort of nervous breakdown many 
years ago, details not known. Two female cousins: one believed 
to be epileptic, one schizophrenic. 


Home atmosphere. Patient remembers her childhood as happy, but 
she had little contact with her mother. 


Previous history. In her teens she had a panic attack in which she 
‘thought there was a knife in her hand and that she wanted to 
kill her mother’, although there was no knife in her hand in fact. 


Menstrual history. FMP at 14, regular 3/26 
Medical history. No serious illnesses. No convulsions. 


Physical examination. GP (an ex-psychiatrist) reported a general 
and physical examination NAD. 


Present illness. The details of the recent attack were as follows: 
She was in her room one evening with her fiancé, when she 
suddenly became severely anxious, ‘went stiff with fright’, lay 
down, and lay twitching all over for several minutes. The twitching 
started in her shoulders, where she had been experiencing tension 
(see below). No disturbance of consciousness or incontinence. 


Diagnosis. Anxiety-hysteria with obsessional features. In view of 
the clear history of neurotic disturbance and the typical hysterical 
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features, the diagnosis of epilepsy was considered unlikely and 
she was not given an EEG. 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 

1. Known at initial interview: 

Has suffered from the following for a number of years: 

(a) Symptoms 
(i) Anxiety: seems to be frightened about something most of 
the time. Perspires a lot, and feels tension in the scapular region. 
Vivid and rather frightening dreams, the main theme of which is 
having to cross a bridge with the sea on either side. 
(ii) More severe panic attacks from time to time, in some of 
which she is afraid something awful may happen to someone 
(e.g. her mother or her fiancé). The worst was the recent one 
(see в above). 
(iii) Obsessional phenomena (not severe): e.g. if she has pulled 
the lavatory plug she has to be a certain way away before the 
water stops rushing, or has to cross a street in a certain way; 
otherwise she has the feeling that something awful may happen 


to someone. 
(iv) General: difficulty in concentration. Lack of confidence. 


Dreams things and can't remember whether they were dreams or 
reality. 
(b) Difficulty over anger—Relation to women 
She can't answer people back, particularly women (and probably 
including her mother) and may spend a long time going over in 
her mind all the things she would have liked to say. 


2. Which came to light during therapy: 


(c) Sexual problems 
Feels sexual intercourse is wrong unless it is in order to haye a 


baby. Is always left with a strong feeling of dissatisfaction after- 
wards. Feels safer with less masculine men. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
Has managed to do well in the externals of life. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN c 

The problem is somewhat complex and seems to contain the 
following elements: 

(i) Guilt and anxiety over Бес 

guilt about rivalry with women, including her m 
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in the dreams may at least in part represent sexuality and 
femininity. 
(ii) Guilt and anxiety over aggressive feelings towards both 
sexes. The panic attack may well represent her fear of losing 
control. 


Е. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 
(a) Loss of all symptoms—frightening dreams, panic attacks, 
obsessional symptoms, lack of concentration, etc. 
(b) and (с): 
(i) Ability to accept her femininity and enjoy a satisfactory 
relation with a man, including a sexual relation. 
(ii) Ability to form a satisfactory relation with women, 
especially older women, and including her mother. 
(iii) Satisfactory relation with her baby (see below). 
(iv) No longer anxious about her anger. Able to control it 
but to express it freely where appropriate. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 
This was not specifically stated, but by implication was to show 


her how her disturbed relationship with her mother was inter- 
fering with her acceptance of femininity. 


H. SUMMARY OF COURSE OF THERAPY 

The patient arrived at the first session with her therapist (session 2) 
dressed in jeans, looking like ‘an adolescent pretty boy’. After some 
slight initial difficulty she formed an easy relation, and was able to 
speak quite intimately about her feelings. 

Therapy was sharply divided into two phases: sessions 1-8 
almost entirely non-transference; and sessions 9-18 in which 
transference interpretations became important. In the first phase 
work was done on the patient’s feelings of disgust for bodies and 
sexuality, resentment against her mother and men, and difficulties 
over accepting femininity. Early in this phase the patient, who 
was unmarried, told the therapist that she was pregnant. The 
wedding took place during a six-week break between sessions 8 
and 9. When she told her parents that she was already pregnant 
they took it very well. 

Perhaps the most striking and most hopeful material came in 
the first session after her marriage (session 9), a dream on the 
usual theme of the sea but with a much more reassuring ending: 
a woman was let down into a stormy sea; it was the patient's turn 
next, and she was relieved to find that the woman was unharmed. 
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The therapist interpreted herself—a woman who had already 
accepted femininity—as the woman in the dream, with the 
implication that this marked the beginning of the patient's 
acceptance of femininity, and the reconciliation with the therapist 
as mother. In later sessions much further work was done on 
dreams. Interpretations were made about sexual feelings for the 
patient's father and brother; about the feeling that she had no 
right to her baby, and that the therapist or her mother would take 
it away from her out of jealousy; and the feeling that in order to 
have her baby, therefore, she must kill the therapist or her mother. 
Most of these interpretations were based on very clear material, 
and the patient understood and accepted them. 
WORK ON TERMINATION. In sessions 15, 17, and 18 there were 
interpretations about termination. The patient responded with 
open grief. A single recorded interpretation about anger over 
termination met with a doubtful response. 

Total no. of sessions 18 

Total time 8 months 


1. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
1. At termination (independent assessment): 
(a) Symptoms. The dreams are less frightening. They are mainly 
concerned with her baby, but are not entirely reassuring—e.g. she 
dreams that she has not experienced the birth, the baby is already 
six months old, and it seems that her mother has more or less had 
it for her. No information about the other symptoms. 
(5) and (c): 
(i) She has married the father of her child. Information about 
their relation is scanty. 
(ii) She seems to have become reconciled to her mother. *Now 
we have something in common. She's a mother and I'm a 
mother.’ She says that both parents have recently been able to 
talk more freely about their feelings for her, which has helped 
her a lot, because they used to be so undemonstrative. 
(iii) Anger: no information. 
(4) Emergence of new problem—depression. Both independent 
interviewer and psychologist who re-tested her felt that she was 
now depressed—though this also meant that she seemed a much 
deeper person than before. 
2. Follow-up, 7 months (and including informa 


during second phase of therapy): 
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(a) Symptoms. Dreams: no longer so frightening. Panic attacks: 
had at least one before final termination, but has never twitched 
or lost consciousness. Obsessional symptoms: no evidence. Con- 
fusion between phantasy and reality: unchanged. 


(5) and (с): 

(i) Relation with husband: she feels her husband is weak, her 
physical response to him is limited, and she is still left with a 
sense of dissatisfaction after intercourse. 

(ii) Relation with mother: reconciliation seems maintained, 
though information is meagre. Mother was very enthusiastic 
about the baby, even though it was conceived out of wedlock. 

(iii) Relation with baby: this seems to be entirely satisfactory. 
She breast-fed him, and he gives very little trouble. 

(iv) Anger: no information. 

(d) Depression. No longer seems depressed, though she seems 
muddled. 


3. Second course of therapy: 


Patient was now taken on for a second course of therapy, success- 
fully terminated after a total of 8 sessions. During this period her 
husband was also taken on for brief psychotherapy by another 
therapist. This further course of treatment did not result in any 
unequivocal further changes, and is not considered in the present 
study. 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 


This is an extremely difficult assessment. The agreed but highly 
inferential opinion of the Workshop was that she had largely 
solved her problem in relation to women and to being a mother, 
but that the problem in relation to men was essentially unchanged. 
Absence of solution to the heterosexual problem prevents a score 
of 3. Evidence of improvement in one problem of human relations 
makes the score higher than 1. 


Tentative score, therefore, 2. 


K. STATUS OF THE EVIDENCE 


Unsatisfactory: 
(i) because the second course of therapy obscures further 
follow-up and А . 
(ii) because this was a therapy in which many of the changes 
have to be inferred from rather intangible evidence. 
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Tue HYPERTENSIVE HOUSEWIFE 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex F 

Age 34 

Marital status Married 

Occupation Housewife 

Complaint Headaches, bad dreams, uncontrollable 

outbursts. 

What seems to bring Fear that her outbursts are affecting her 

patient now children, since her return to her husband 


two months ago. Her GP has been 
treating her with psychotherapy and 
needs help. 

2. Therapist 

Code D 

Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 

Family history. Mother died eleven years ago of high blood 
pressure. Two members of mother’s family also died of high 
blood pressure. 


Home atmosphere. Father tyrannical; mother had violent out- 
bursts of temper. 


Medical history. Suffered from high blood pressure during several 
pregnancies. 


Diagnosis. Severe reactive depression with anxiety. 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 
(a) Symptoms 
Headaches and a feeling of pressure on top of her head. Bad 
dreams, some of them about violence. 


(b) Tendency to have relations with disturbed men 

She originally married a man who, though kind to her, seems to be 

physically and emotionally ill, which she did not know at the time. 

He suffers from a severe eczema on his body, for which he refuses 

treatment, and she is repelled by him. She now refuses any sexual 

relation with him but probably also resents his lack of aggression. 
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At the beginning of their marriage he often masturbated in half- 
sleep. She has one child by him. 

Nine years ago she left her husband and went to live with a man 
with whom she was very happy, and by whom she had two 
children. He was violent and sometimes threw knives at her. He 
fell ill, they got into financial difficulties and he used to steal. He 
finally died four years ago. She returned to her husband two 
months ago. 


(c) Depressive manifestations 

She never got over the death of her lover four years ago, became 
depressed and irritable, and two years ago made a suicidal 
attempt with tablets. She began to eat very little. At interview she 
spent her whole time turned away from the interviewer, wringing 
her hands. The psychologist described her as 'very acutely de- 
pressed' and 'giving the impression of extreme tension’. The 
therapist described her as 'retarded'. 


(d) Manifest aggressiveness 
Uncontrollable outbursts of temper. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
None known. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS REQUIRED TO EXPLAIN C 


These disturbances can all be explained on the basis of a severe 
conflict over her own aggressiveness. She has alternated between 
a man who is not aggressive with whom her relation is unsatis- 
factory, and a man who is violent with whom she says she was 
happy. While her outbursts express her violence, her depression 
is assumed to express her guilt about it. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 


There should be evidence that she no longer suffers from un- 
controllable outbursts, but is able to express anger effectively 
when it is appropriate to do so. Her depression should disappear 
permanently. A satisfactory solution of her problem over men 
seems hardly possible in the circumstances, but some sort of 
tolerable compromise should be reached. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 


Balint: ‘3-6 months, to allow her to accept her hatred and not 
push it onto other people.’ 
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Н. SUMMARY OF COURSE OF THERAPY 


The original interview was very difficult, since the patient 
apparently had difficulty in hearing what the interviewer said. 
This difficulty disappeared temporarily but dramatically when the 
interviewer interpreted that nothing could be done for her unless 
it was possible to get in touch with the wicked part of her. In 
session 3 and several subsequent sessions, the therapist tried to 
get her to look at her ‘wicked self’—e.g. her resentment at the way 
the doctors had neglected her lover who died—without apparent 
success, In session 7 the patient began to talk much more freely 
about herself and her childhood: e.g. telling of her mother's bad 
tempers and lack of sympathy; of her mother's death (eleven 
years ago), and the fact that her father forced her (the patient) to 
lay out her mother's body, which she deeply resented; of the fact 
that she (the patient) had been told that she could not have further 
children because of high blood pressure, which also ran in the 
family and of which her mother had died; that nevertheless her 
lover had refused to use contraceptives, and as а result she had 
had to have three abortions. The therapist pointed out her tre- 
mendous preoccupation with the death of people near to her, and 
suggested that s/ie feared that her own destructive impulses had 
killed them. After this session she said she felt considerable relief. 
Work continued on her resentment and destructiveness, and signs 
of a desire for reparative activities began to appear in her. She 
volunteered as a blood donor, was visiting a blind woman, and 
went to a First Aid course. She also went to the hospital to get a 
hearing aid. In session 13 she said that she was far less depressed; 


and that she had decided to try and live her life with her husband, 


but as independently as possible. By session 17 she had persuaded 


her husband to come to see the therapist, which he did. He was 
very pleased with his wife’s improvement, but he refused to seek 
treatment for his eczema (he did in fact do so some time later). 
Therapy was terminated by mutual agreement after session 19. 
WORK ON TERMINATION. None recorded. 

Total no. of sessions 19 

Total time 6 months 


Subsequent events: 


She was then seen for indepen: d 
interviewer. In this interview she was extremely cheerful an 


approachable until the sexual relation with her husband was 
discussed, and it then emerged that she had consistently refused 
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any sexual contact with him. She then became very tense and 
fidgety. She felt that the interviewer conveyed to her that until 
she could accept sexual intercourse she could not be regarded as 
improved. She was seen again by the therapist one week later, full 
of despair and resentment, and feeling that things were as bad as 
ever. She was taken on again and therapy became long-term. 
After a total of 39 sessions she had to be admitted to a neurosis 
unit because of depression. When the time came for her discharge 
from there she took a small overdose of tablets and was trans- 
ferred to a mental hospital. According to our latest information 
(one year after final termination) she was now better, was due for 
discharge, and was intending to leave her husband and get a job. 


I. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 


Marked improvement in headaches and depressive symptoms, 
followed by immediate relapse. 


Score 0. 


J. STATUS OF THE EVIDENCE 
Unequivocal. 
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THE LIGHTERMAN 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex M 

Age 30 

Marital status Married 

Occupation Lighterman on the Thames. 

Complaint Severe anxiety attacks, two months. 

What seems to bring Developed these attacks soon after a 

patient now minor accident to his barge, in which 

he was hit on the head but not seriously 
injured. 

2. Therapist 

Code F 

Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 


Family history. Mother is severely compulsive in a similar way to 
patient. She had a breakdown lasting three years when the patient 
was 4 or 5, in which she thought people were talking about her. 
One brother compulsive also. = 


Previous personality. Not unduly anxious, but somewhat hypo- 


chondriacal. 
Medical history. Previous head injury at 13, with fracture of base 
of skull. Uneventful recovery. No sequelae. No other serious 


illnesses. 


Present illness. (i) During at least the last seven years the com- 


pulsive phenomena described below have been present. (ii) 4/12 
ago he took a decision to emigrate, but when there was delay 
over formalities he began to get increasingly tense and irritable. 
(iii) 2/12 ago his barge was involved in a collision and he was 
struck on the head by the tiller. He was not knocked out and 
there was no amnesia, but he was dazed for a short time. Two 
days later he had the first of his severe anxiety attacks accompanied 
by confusion; and later there developed increased irritability, 
headaches, depression, intolerance of noise, and phobias. 


Physical examination. Owing to an oversight, this patient was 


never physically examined. 
s man has suffered from many of 
gnized *post-traumatic syndrome’, 
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but the work of Dencker (1958) on twins strongly suggests that 
the syndrome is entirely or almost entirely constitutional and 


The diagnosis is therefore as follows: a patient suffering from a 
moderately severe compulsive neurosis who, after a relatively 
trivial head injury, showed a post-traumatic syndrome which was 
probably entirely psychogenic. The manifestations of neurosis 
after head injury were severe anxiety attacks, phobic anxiety, and 
mild reactive depression. 


С. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 
1. Background problems: 


(а) Compulsive phenomena (gradually increasing over last few 
years) 

It is not easy to give an impression of the extent to which this 
man's life was affected by compulsiveness, because all the things 


At work he often feels compelled to write down even the 
simplest instructions to make sure he's got it all right. Unable to 
refuse overtime. As a result, grossly overworks, earning £20-25 
а week. If his departure is delayed he has to find some other job 
to do. At home has to be constantly occupied. Feels compelled 
to finish any job at once—e.g. if the toaster goes wrong he has to 
mend it before breakfast. Feels compelled to go to bed early and 
get up early. If his wife is preparing a meal feels compelled to 
help her. 


(b) Relation with mother 

Considerably affected by compulsiveness. Feels compelled to visit 
her as often as his wife can be persuaded to go—two or three 
times a week. 


2. Breakdown into acute anxiety following mild head injury: 


(c) Severe anxiety and confusional attacks 
Has had about three. Feels that his head is in a jumble, that he will 
pass out; once wrote his name and address on a bit of paper in 
case he was picked up unconscious. 
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(d) Less severe anxiety and confusional states 
These, which may last for days, are set off by situations of anger, 
delay, conflict, noise: e.g. in traffic jams, when a wireless blares, 
at football matches. He has had a row with a neighbour and feels 
tense whenever he gets home. 
(e) Relations with his children 
If they make a noise, are naughty, or make demands on him, he 
loses his temper. He has thrashed his son on several occasions. 


3. The following developed during the therapy period: 


(f) Phobias 
Complicated mixture of agoraphobia and claustrophobia. Cannot 


take his barge into the open river but feels all right in the docks. 
His employer has adjusted his work accordingly. Yet he also has 
a fear of enclosed spaces, and likes to be driven by his wife into 
the country in his car. Does not like travelling alone on trains. 


(g) Depressive phenomena | 
Crying attacks, suicidal thoughts, fear that he may commit 


suicide. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 


Apparently has an extremely good relation with his wife, who is 
tolerant and understanding and looks after him. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN C 


Uppermost seems to be a severe problem over aggression. Therapy 
suggested that this was mainly anger with his mother. The anxiety 
probably represents his fear of being overwhelmed by aggressive 
impulses, the obsessional phenomena his defence against them and 


his guilt about them. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF *IDEAL' RESULT 


Loss of all the above symptoms. Ability to control his aggression, 
but to be aggressive in an effective way when the situation demands 
it. There should be no restrictions such as those imposed by his 


phobias. 


INITIAL ASSESSMENT 


G. THERAPEUTIC PLAN FORMULATED AT 
de him when he had 


To give him insight into what happened insi 
the accident. 
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H. SUMMARY OF COURSE OF THERAPY 


This fine, strong working-class man, whose bewildered distress 
and genuine desire for insight made everybody very keen to help 
him, was first seen for an ORT. During this he de-repressed the 
memory of a previous incident which had been traumatic for him 
(a road accident to a little girl that he had witnessed some years 
before). As a result of this he arrived at the initial interview 
(immediately after the ORT) in a confusional state. The observable 
manifestation of this was that, talking under great pressure, he 
changed rapidly from one subject to another, mixing up several 
different—though always related—themes in an apparently 
random manner, so that it was not easy to follow him. He was 
unable to talk about this traumatic memory and the interview 
was marked by a lack of communication. Non-transference 
interpretations of the patient's guilt about being selfish, though 
clearly indicated, had no effect. In session 3 the therapist con- 
verted these into a transference interpretation, suggesting that 
the patient was afraid of being criticized by the therapist, as 
by his father, for being a nuisance to his mother. The patient 
(who had recovered from his confusional state) at once became 
confused once more, and from this confusion the story of the 
accident to the little girl finally emerged. This led, during sessions 
4-14, to non-transference work about the patient's childhood 
conflict with his mother, resulting in the expression of a great 
deal of anger against her. She had told him that he was an un- 
wanted child and had shown excessive anxiety about his playing 
in the road—presumably in order to defend herself against her 
wish to get rid of him. During this period three links were made: 
those between his mother's anxiety over his playing in the road and 

(i) the accident to the little girl, which the patient partially 
accepted ; 

(ii) the patient's own accident (the precipitating cause of his 
anxiety attacks), which the patient surprisingly never 
accepted; and 

(iii) the phobia of going into the open river, which the patient 
accepted with enthusiasm but which had no effect upon 
this phobia at all. А 

WORK ON TERMINATION AND TEMPORARY ABSENCE. After session 10 
the therapist had to move away and an attempt at termination was 
made. Four months later the therapist asked to see the patient 
who arrived in a state of anxiety and mild confusion. This was 
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resolved when the patient was finally enabled to criticize the thera- 
pist for not having already known (in session 3) about the accident 
to the little girl—about which the patient had told the psycholo- 
gist just before session 1. The link was made to the patient's anger 
with his mother for not looking after him properly. The patient 
was then allowed to space the sessions himself. In session 15 there 
was further anxiety, relieved by bringing out further criticism. In 
sessions 16 and 17 the patient reported marked anxiety and 
acting out away from the session, relieved by interpretations about 
his need to have the therapist *on tap’, his guilt about this, and his 
anger when the therapist was not available. 


Total no. of sessions 17 
Total time 15 months 


1. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
Follow-up (1) 1 year 7 months: 


(a) Compulsive phenomena. Now does not do much overtime and is 
perfectly content to earn £14 a week. Does not feel compelled to 
do jobs around the house at once— my wife says I'm getting quite 
lazy’. Less compelled to check things at work. Still not happy 
unless he can occupy himself, but has replaced tensely compulsive 
activities by activities which may still be somewhat compulsive 
but are more in the nature of ‘reparation’, e.g. has taken to mending 
shoes as a hobby and has taken an orphan into his home. 


(D) Relation with mother. Has ‘had it out' with her and their 
relation has considerably improved. She has discussed his child- 
hood with him. He now no longer feels compelled to visit her, and 
goes once a week or once à fortnight. 

(c) and (d) Acute and chronic anxiety and confusion. Has had no 
severe anxiety attacks. He still gets somewhat tense in some of 
the same situations as before, but instead of lasting for days this 
rarely lasts more than а quarter of an hour. He is able to control 
it by doing something else, and on at least two occasions to 
disperse it by analysing his own feelings. 

(e) Relations with his children. Because he works less overtime now 
he sees them almost every night, and the relation with them has 
enormously improved. He reads to them and lets s climb an 
over him. He copes realistically with their demands for mow 
‘just one more story and then up to bed'. When they are naughty 
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he deals with them firmly and sends his son off to bed instead of 
thrashing him. 


(f) Phobias. These remain largely unchanged. He still gets anxious 
when closed in, and would not like to travel by train. He refuses 
to go back to the open river, saying he never liked the job, and it 
looks as if he could not go back if he tried. 


(g) Depressive phenomena. These have not recurred. 


Follow-up (2) 4 years (letter from patient): 


Patient writes: *. . . as I am now so much better I do not feel I 
want to visit you [sic] clinic, hoping I do not sound ungrateful, 
thank you for what you did for me.’ 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 


(a) Anxiety attacks largely replaced by phobias. 

(b) Marked replacement of compulsive by reparative activities 
which—though still perhaps somewhat compulsive—are much 
less anxiety-laden and can bring some satisfaction. 

(c) Some ability to express anger appropriately instead of having 
an “all or nothing’ reaction. Consequent great improvement in 
the relation with his mother and with his children. 

A very complex result, in which the favourable changes are 
spoiled by the development of the phobias. The final refusal of 
follow-up probably indicates the patient's realization that his 
position is unstable. Very difficult to assess. 


On balance, score 3. 


K. STATUS OF THE EVIDENCE 
In view of the above, doubtful. 
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THE NEURASTHENIC'S HUSBAND 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex M 

Age Over 50 

Marital status Married 

Occupation Mathematician working for an industrial 
firm. 

Complaint Inability to deal with his wife. 


What seems to bring See B below. 
patient now 

2. Therapist 

Code E 

Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 
Family history. One sister very neurotic, withdrawn, used to 
threaten suicide. 


Present illness. About fifteen years ago he applied for psycho- 
analysis, complaining mainly of fear of impotence. He was put 
on the waiting list but never offered a vacancy, although he did 
later have about a year's psychotherapy. One year ago he wrote 
to the Institute complaining of a severe resistance against doing 
anything but the barest minimum, and a feeling of oppression 
about all the things left undone. Finally he wrote to the Tavistock 
Clinic saying that, since his wife had been admitted to hospital, 
he had experienced a sudden upsurge of energy; and he felt that 
this was an important opportunity for psychotherapy. 

Diagnosis. Life-long neurotic character disorder; chronic de- 
pression, now spontaneously lifting. The depression is probably 
reactive to the failure of his relation with his wife. 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 


All come under the heading of a lifelong inability to assert 

himself: 

(a) Relations with wife and women in general e 

He regards women as powerful creatures who cannot be criticized 

and must be placated. His wife is a Very disturbed person who has 

suffered from psychosomatic complaints for many years, and has 
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been under the constant care of a woman doctor. He idealizes his 
wife's treatment and feels envious of it. He is quite unable to deal 
with his wife, behaves as a slave to her needs, does not think of 
his own needs at all, and feels constant resentment at this. He has 
intercourse only when he feels she wants it, and when he does he 
cannot satisfy her. He seeks his own satisfaction in masturbation. 
He submits to her in the house, does the woman's chores, does 
what she tells him. He does not know whether he can stand her 
any longer or whether he can do without her. He feels like a small 
boy, unhappy and despairing. 


(b) Relations at work 

Although he is good at his work he is extremely self-depreciatory 
in his relations with colleagues and superiors. He allows himself 
to be paid at far less than his true value. He feels insecure, regards 
himself as lucky to have the job, and is always afraid he may lose it. 


(c) Relations with children 
He feels his children have no respect for him. In fact they consult 
his wife rather than him. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 


None known. His life as a husband, father, mathematician, 
employee, as well as his social life—all are affected. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS REQUIRED TO EXPLAIN C 


Since in this case all known disturbances come under the heading 
of inability to assert himself, there is no need for a psychodynamic 
hypothesis in the assessment of the result. The hypothesis was 
made, however, that he had denigrated his father and then felt 
unable to be more of a man than he. Confirmatory evidence for 
this was obtained during therapy. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF *IDEAL' RESULT 


Evidence that he is able to assert himself, spreading throughout 

his whole life, e.g.: 

(a) Relation with wife. Increased potency: ability to serve in inter- 
course not only his wife's needs but also his own; ability to 
assert himself in the home, e.g. no longer does the woman S 
chores, sometimes makes his wife do what he wants, etc. 
Ability to be angry appropriately and effectively. 
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(b) Relations at work. Ability to value himself more highly, to be 
self-seeking and self-assertive, to enjoy taking charge of things. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 


Formulated after session 3: ‘The immediate aim is to see him two 
or three times more to see how far interpretation of his identifica- 
tion with his useless father and his anger against women who 
make him suffer . . . and rule his life will lead him to clearer 
expression and decision about Whether or not he wants his wife 
back in his home." 


H. SUMMARY OF COURSE OF THERAPY 


This patient, a smallish, worried-looking man, started by pouring 
out a mass of complaints, mournfully, reasonably, with self- 
contempt and without shame. He showed a great deal of psycho- 
logical sophistication, and interpretation failed to halt the flood 
of words or to lead to any fresh insight. The therapist, though 
initially very pessimistic, persisted with therapy. 

The main focus was denigration of his father as useless, 
identification with his father and the consequent feeling that he 
himself was useless, the longing for a strong father, and the feeling 
that women (in contrast to men) were immensely powerful and 
had to be placated. Manifestations of these feelings in his life 
outside were interpreted from the beginning, and in the transfer- 
ence from session 2 onwards (e.g. polite denigration of the 
therapist's remarks, the feeling that patient and therapist to- 
gether were no match for the patient's wife and her woman doctor, 
homosexually tinged longing for the therapist and the need to 
borrow his power). The result was steady but unspectacular 
progress, with new signs of self-assertiveness both at home and 
at work. 

WORK ON TERMINATION. The climax of therapy came over the 
question of termination. In session 9 the therapist set a time limit 
of about 5 more sessions. The patient responded at first by denying 
that the therapist meant this, and later by saying that there was 
no sense in coming any more. Interpretations about his fear of 
being deserted and his defence against this were repeatedly made 
and met with partial response. In session 13 the interpretation 
that he was now pretending to be independent to avoid feelings of 
longing for a man (i.e. a strong father), as he had done all his life, 
met with a marked response. The therapist went on to interpret 
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forcefully that this independence from therapist and father ex- 
pressed his wish to deny that therapist and father had any power, 
i.e. sexual potency. In session 14 the patient had completely 
forgotten these interpretations, and similar interpretations had 
to be repeated. There was again a marked response. 


Total no. of sessions 14 
Total time 5 months 


I. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
Follow-up (1) 5 months: 


(a) Relation with wife. Although the difficulty in dealing with his 
wife remains, he has been able to assert himself in many ways. 
He feels no need to submit to her and is often able to handle her 
in such a way that she does not try to dominate him. He is able 
to make her do things his way. He no longer does the woman's 
chores. Sexually he is unable to satisfy her, but he is now able to 
assert himself better and to attend to his own needs and not only 
to hers. Masturbation has ceased. He has decided to stay with his 
wife. He no longer feels in despair, but can accept the limitations 
of his situation. 

(b) Relations at work. He remains critical of his work situation but 
is now not unhappy and can look forward to the future with more 
reasoned ideas. He has had two large increases in salary, both of 
which he got by demanding to be paid for what he was worth. 
He is no longer in fear of losing his job. 


(c) Relations with children. He now feels that they respect him. 
In fact his son has recently remarked that the patient has had to 
bear a great deal of responsibility and has borne it well. 


Follow-up (2) 1 year 5 months: 

Has obtained another large increase in salary by going in to the 
managing director and saying he is worth more. He has now 
himself been made a director. Otherwise hardly any change from 
previous follow-up. 


Follow-up (3) 3 years 3 months: 


(a) Relations with wife and women in general. His wife has now 

been told by her doctor that nothing more can be done for her, 

and she is in a depressed and upset state. He puts up with this as 

best he can, but is fed up with it, feels he has lost sympathy with 

her, and sometimes loses his temper. Their sexual relation has 
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ceased. He is now able to criticize his wife's doctor and her 
treatment. 


(b) Relations at work. Has recently had a further rise in salary. 
Patient remarked jokingly that last year he didn't get the rise that 
he expects just before seeing the therapist, since no appointment 
was made. Therapist had the impression that he had asked for 
these increases in salary in a grumbling rather than a self- 
assertive way. Has a great deal more responsibility than when he 
started treatment, but there is still room for improvement. 


(c) Relations with children. Improvement maintained. 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 


Extensive, though by no means complete, replacement of in- 
appropriate by appropriate reaction. Evidence that he still depends 
on the relation with the therapist for some of his self-confidence, 
but a *transference сиге” would not be expected to last as long as 
this. 


Score 3. 


K. STATUS OF THE EVIDENCE 
Satisfactory. 
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THE PARANOID ENGINEER 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex M 

Age 28 

Marital status Single 

Occupation Electrical engineer working for a post- 

graduate degree. 

Complaint Fear that he is homosexual. 

What seems to bring The fear has become so strong that he is 
patient now afraid he will shout it out at work. 

2. Therapist 

Code F 

Sex M 


В. PSYCHIATRIC HISTORY AND DIAGNOSIS 


Family history. 

Not fully known. 
Home atmosphere. 
Previous illnesses. Attack of preoccupation with competition and 
homosexual feelings five years ago. Seen for psychotherapy for 
about a year, once a week. Improved. A year or two later suffered 


a temporary increase of the above symptoms, possibly in a 
delirious state due to a severe infective illness. 


Present illness. Further increase of symptoms, five weeks. 


Mental state. He showed traces of most of the signs of paranoid 
schizophrenia, and yet each was so modified and toned down as 
to make the diagnosis not quite certain. These included traces of 
thought disorder; hints of hallucinations that he knew to be 
hallucinations; delusions that he knew to be delusions; and 
paranoid ideas that he claimed were reality and really might have 


been. 


Diagnosis. By far the best diagnosis is a man struggling to control 
paranoid schizophrenia, and aware that he was doing so. 


C. ALL KNOWN DISTURBANCES IN PATIENT’S LIFE 

(a) Psychotic thoughts (b) Relations with men _ A 

This man's main symptoms were concerned with internal anxieties 

about his relations with men. He was perpetually obsessed with а 
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comparison between himself and other men, and with a conflict 
between being active and passive in relation to them. The presence 
of other men caused him intense anxiety due to the fear that he was 
homosexual. He had practically all the time to fight down the 
impulse to shout aloud that he was homosexual. He expressed the 
fear that after voicing these thoughts to the therapist he wouldn't 
be able to tell the difference between the clinic and the laboratory, 
and would voice the same thoughts there. 


(c) Heterosexual problems 

He has fairly strong heterosexual feelings, and has had hetero- 
sexual relations in the past, in at least one of which he suffered 
from premature ejaculation. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
He has managed to graduate and is now studying for a post- 
graduate degree in engineering. He is working as an engineer at 
the same time. He manages to hold down his present job without 
people apparently noticing that there is much wrong with him. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN с 
No attempt will be made to form a hypothesis about the psychotic 
nature of this patient's disturbance. The problems in relation to 
men and women can be explained on the basis of intense anxiety 
about sexual rivalry with men, with submissive homosexuality 
as a defence against this. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 
(a) Marked reduction in psychotic quality of patient's thoughts. 


(b) Ability to form satisfactory relations with men; involving 
neither excessive competitiveness, nor hostility, nor sub- 
missiveness. Ability to fulfil his potential in achievement. 

(c) Satisfactory relations with women, including an increase in 


potency. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 


To help to reconcile him to his homosexuality. Therapist had only 
7 more sessions available before leaving the clinic. 


H. SUMMARY OF COURSE OF THERAPY 


At interview this patient showed a psychotic manner, an intense 
desire to communicate, and an intense fear of doing so, arousing 
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in the therapist a great desire to make contact with him. ]t was 
over an hour before the patient dared to speak of his homosexual 
feelings and problems with men. The next two sessions also 
largely consisted in helping him to speak about his psychotic 
thoughts. In session 4, after an interpretation about his feeling of 
sexual inferiority to the therapist, he had an extremely dramatic 
psychotic episode in which he seemed to re-live, in the trans- 
ference, an incident in which he had been homosexually assaulted 
as a child. After this session therapy was much less intense up to 
the attempted termination after session 8. He was then seen 23 
months later and, since he continued to ask for help, sessions were 
continued at irregular intervals. There was another dramatic 
session (10) in which material about his relations with men led to 
material and interpretations about childhood competition with his 
father, fear of killing his father, and the wish to castrate himself. 
This brought out the memory that as a child he had felt so guilty 
about masturbation that he had once tried to burn his penis with 
a red-hot iron. He ended by saying that he felt that his conversa- 
tion with the therapist had been a sort of fight in which he had 
proved himself a man. 

There was some improvement in his fears about his relations 
with men, followed by a further attempted termination. He then 
quickly relapsed and the therapist finally agreed to take him on 
for long-term treatment. Although this further work was success- 
fully terminated after about 70 sessions in three years with con- 
siderable improvements (he passed his post-graduate exams and 
got married) it is not considered relevant to the present study. 
WORK ON TERMINATION. None recorded for the period of therapy 


considered here. 
Total no. of sessions 13 (failure to terminate) 
Total time 8 months 
1. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
None. Failure to terminate. 


Score 0. 


J. STATUS OF THE EVIDENCE 


For the period of therapy considered, failure is clear cut. 
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THE PiLor's WIFE 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex Е 

Age 24 

Marital status Married 

Occupation Receptionist. 

Complaint Frigidity. 

What seems to bring Has been married ten months. Continuing 
patient now frigidity after operation for stretching 


of hymenal orifice. 
2. Therapist 
Code F 
Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 

Family history. Mother, very highly strung, had some sort of 
nervous illness two years ago, details not known. Sister suffers 
from (i) irregular periods and (ii) excessive hair. 


Home atmosphere. Not unhappy, but (i) considerable struggle 
between patient and father, who 'always came off best’; and (ii) 
jealousy between the patient and her sister. 


Menstrual and. medical history. FMP at 12-13. Periods always 
irregular; natural rhythm seems to be 5-7/24-25, but sometimes 
may recur after ten days, sometimes not for two to three months. 
Discharge heavy; fairly severe pain on first day. Since puberty she 
has suffered from excessive hair on face and legs. Two years ago 
her 17-ketosteroid excretion was 15-4 mg./24 hours. 


Present illness. Husband unable to rupture her hymen though 
as far as could be made out he had little difficulty with his erection. 
Six weeks after marriage, examination showed that she had an 
intact hymen with a small hole at one side. Uterus was anteverted 
and there was no other gynaecological abnormality. The hymenal 
orifice was stretched under general anaesthesia. Her husband was 
now able to penetrate, but she continued to have an extreme 
distaste for intercourse. 


Diagnosis. Dr. S. L. Simpson, author of Major Endocrine Dis- 

orders (1959) gave his opinion on this patient as follows: (i) She 

suffers from a mild and familial form of adrenogenital syndrome, 

which is usually the result of pituitary-adrenal hyperfunction. 
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(The pilot’s wife—continued) 
(ii) Although the total 17-ketosteroid excretion lies towards the 
upper limit of what is regarded as normal, fractionation would 
probably reveal that certain androgenic hormones are being 
produced in excess. (iii) The physiological effect of these androgenic 
hormones in women is usually not to decrease libido but to increase 
it. (iv) Therefore, her frigidity is most probably psychogenic. 

The final diagnosis is: Frigidity in a hysterical personality 
suffering from mild adrenogenital syndrome. 


С, ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 

(a) Inability to accept femininity 

Has always been a tomboy. Intense insistence on women’s equality. 
Completely frigid. Gets no pleasure from intercourse. Suffers 
from vaginismus, but can just relax enough to let her husband 
penetrate. Allows husband intercourse two or three times a week 
‘which is more than most men get’. Can’t bear the idea of having 
a baby. 


(b) Indications that she wants to be feminine but is unsure of her 
femininity 

Intense resentment against men who won't give up a place to her 
in the Tube. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
In spite of all above disturbances lives a normal, full, though 
superficial, social life; and seems, apart from sex, to have а 
surprisingly good relation with her husband. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN c 
Intense jealousy of men; wish to be a man; feeling of inadequacy 
about her own femininity partly as a reaction to this, and partly 
as a reaction to the virilism which she shows. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 

(a) Ability to enjoy intercourse and achieve orgasm. Sex life 
satisfactory to both partners. 

(b) Extensive evidence from her life of 
(i) reduction in her resentment against men and 
(ii) a complete acceptance of femininity. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 
To try and get at the meaning of her resentment against m 
108 


en, 


Assessment and therapy forms 


(The pilot's wife—continued) 
through the transference if necessary, and to relate this to her 
frigidity. 


H. SUMMARY OF COURSE OF THERAPY 
This vivacious but relatively superficial girl revealed all her 
psychopathology at interview (session 1), but in session 2 spent 
her whole time chatting about trivialities. Just before the next 
session she rang up saying her husband had got into trouble and 
she wanted to put off treatment for the time being. She did not 
get in touch with the clinic for six months, after which she asked 
for further treatment through her gynaecologist. The need to block 
the therapeutic work, mainly by contradicting everything the 
(male) therapist said, crystallized at once, and continued in 
sessions 4, 5, and 6. Every session threatened to develop into an 
argument. The therapist allowed this to develop and interpreted it 
forcefully in session 6, suggesting that it expressed her need to 
reduce all men to impotence. He related this to her frigidity with 
her husband. 

There was less evidence of strain in the next three sessions, but 
the argument again developed in session 10, and the patient 
successfully prevented effective interpretation. Jn the next session, 
however, she was somewhat depressed and much more cooperative, 
and expressed the feeling that she was failing. This led to the 
interpretation that she felt uncertain of her own femininity, to 
Which she brought much confirmatory material—e.g. she said that 
the doctor had told her her ‘male hormones were over-active". 
This led in turn to the interpretation that in preventing her 
husband, or the therapist, from being a man with her she prevented 
herself from being a woman, and this was when she had felt that 
it was she who was failing. In session 14 she began behaving in а 
Way which the therapist thought was flirtatious, but when he 
Pointed this out she became extremely offended. Although the 
breach between patient and therapist was healed and the relation 
Temained good to the end, not much further progress could be 
made. Я 
WORK ON TERMINATION. There was One recorded interpretation 
about disappointment over termination, to which the patient 
agreed but added that she had never believea in this sort of treat- 
ment anyhow. One interpretation about anger Was denied. 


Total no. of sessions 19 
Total time 12 months 
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I. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
Follow-up (1) 6 months (information from gynaecologist): 


Patient extremely upset, feeling that she might be pregnant. Her 
period eventually arrived some 3 weeks late. 


Follow-up (2) 1 year: 


She was happier and more relaxed, but herself said that this was 
mainly because her husband wants intercourse less often. No other 


changes. Nevertheless she was very pleased at the therapist's 
continued interest in her. 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 
Essentially unchanged. 


Score 0. 


K. STATUS OF THE EVIDENCE 
Unequivocal. 
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THE RAILWAY SOLICITOR 


A. DETAILS OF PATIENT AND THERAPIST 
1. Patient 


Sex M 

Age 24 

Marital status Single 

Occupation Assistant to a solicitor for British Railways. 

Not yet qualified. 

Complaint Severe headaches, depression. 

What seems to brine} Referred by a psychiatrist who had been 
patient now treating him for 15/12, since he did not 


seem to be improving. 
2. Therapist 
Code G 
Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 

Family history. Father had an accident when the patient was 7 
and was then an ailing man till his death when the patient was 20. 
Mother has suffered from depression since the father’s death. 


Home atmosphere. Happy on the whole. 
Previous history. NAD. 


Present illness. He dated the onset of his headaches fairly exactly, 
about 24 years ago. They are frontal, bilateral, and spread up- 
wards and round to the back of his head. There is evidence that 
they are not due to eyestrain—e.g. they tend to be relieved rather 
than exacerbated by studying. No other physical „cause was 
found. Fifteen months ago he consulted a psychiatrist and was 
taken under psychotherapy and drug treatment. During this 
period he began to suffer from anxiety, tension, and depression, 
the last consisting mainly of a preoccupation with the feeling that 
he was losing his powers. 

Physical examination. The referring psychiatrist wrote: ‘NAD. 
ВР 132/80.” 

Diagnosis. Anxiety neurosis, psychogenic headache, and reactive 
depression. 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 

(а) Symptoms А 

Headaches for 24 years. Feelings of tension. 
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(b) Relations with women 
Extremely shy with girls. Still lives with his mother, on whom he 


appears to be rather dependent. 


(c) Relations with men, problems over achievement 

Intense competitiveness with older men at work, accompanied 
by anxiety. He failed final exam twice, yet has I.Q. of 140. He has 
recently been depressed about the feeling that he is failing in 
masculine achievement and losing his powers. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
Efficient worker who does not let his symptoms interfere over- 
much with his professional life. Good relations with men of his 
own age. Apart from recent exam failure has always been above 
average in intellectual achievements. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN с 


Intense anxieties about competition with men, especially sexual 
competition. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 
(a) Disappearance of headaches. 
(b) Ability to form satisfactory relations with girls. Ability to 


leave home. 
(c) Reduction in competitiveness and anxiety about it. Ability to 


fulfil his potentialities at work. No further depression. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 

Stated explicitly after session 3: to interpret intense hostility, 
rivalry, and fear in his relation to the therapist, and to link this 
with his relation to his father. 


H. SUMMARY OF COURSE OF THERAPY 
This patient was referred because his previous therapist was 
getting into difficulties. The patient was one of the type that never 
responds markedly to interpretations, but works with them gradu- 
ally. A way into his difficulties via the transference was provided 
almost at once, since the patient seemed very uneasy at talking 
about his sexual difficulties, and the therapist interpreted that he 
felt resentful at having to reveal to another man that he was 
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inferior in sexual virility—with which the patient agreed. In the 
next 10 sessions this focus of Oedipal rivalry was thoroughly 
explored in relation to the therapist and the patient's father. The 
patient spoke of how he never mourned his father; and there were 
indications that he still had the phantasy that his father might 
come to life and punish him. In the second third of therapy the 
focus shifted to heterosexual anxieties—his need to control his 
mother in order to defend himself against his fear of her, and the 
consequent need to identify with strong men. 
WORK ON TERMINATION. As termination approached, there was 
some anxiety and intensification of his headaches, which led the 
therapist to make interpretations about anger over termination. 
There was no marked response to these interpretations, the patient 
withdrew, and the transference remained basically uneasy. 


Total no. of sessions 30 
Total time 3 months 


1. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
Follow-up (1) 2 months (the day before his final exam): 


(a) Symptoms. Headaches much milder, but still occur occasionally. 


(b) Relations with women. He still feels that if he takes a girl out 
other men will laugh at him. 


(c) Relations with men, problems over achievement. Anxieties 
about men are certainly still present, though whether they are 
reduced or not is not clear. He now admits anxiety about his 
exam, which he never did before. Depressions still occur, but are 
much milder. 


Follow-up (2) 1 year 10 months (letter from patient, who has 
moved away from London): 


(a) *My headaches too continue to lessen in frequency, but the 
improvement is very gradual. But perhaps the biggest improve- 
ment... is that... I have very seldom felt depressed.’ 

(b) ‘The one thing which causes me most concern is my continued 
fear of criticism of any relations I may have with the opposite 
sex, and as a result such relations are kept to a minimum. I realize 
this fear is completely unjustified but I do not seem to be able to 
put it behind me.’ He is living away from home. 

(c) He says that he enjoys travelling around the country on 
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business. ‘I find that I am much more confident whilst dealing 
with such business matters than I was two or three years ago.’ He 
has passed his final exams. 


Follow-up (3) 3 years 4 months (letter from patient): 

(a) ‘Whilst I still suffer occasionally from the same symptoms .. - 
they are now much milder, and I feel that my condition is still 
gradually improving. Indeed, I feel there isn’t room for much 
improvement, as I feel “on top of the world” most of the time 
nowadays.’ 

(b) ‘No doubt the main reason for this is that I shall be getting 
married [shortly].’ 

(c) ‘You will also be pleased to know that I am making good 
progress in my career; I find that 1 am now much more confident 
in my work, and my salary has increased by some 75 per cent 
since ... three years ago.’ 


Follow-up (4) 3 years 8 months (letter from patient): 
(a) ‘I assure you that I continue to feel very well." 


(b) ‘In answer to your last question, I have been enjoying married 
life for six weeks now.’ 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 


Marked reduction in symptoms, with inappropriate reactions to 
both sexes apparently replaced by appropriate reactions. 


Provisional score: 3. 


K. STATUS OF THE EVIDENCE 


This is a case in which the post, non propter argument may be 
applied with some justification. АП improvements seem to have 
begun to occur relatively long after termination, that in the 
relations with women probably not for over two years. Moreover, 
although the facts seem incontrovertible, it is necessary to be 
guarded in any assessment that is not the result of an actual 
interview. In particular, there is no information about the quality 
of his relation with his wife. The evidence is therefore regarded 


as unsatisfactory. 
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THE STORM LADY 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex Е 

Аве 23 

Marital status Married 

Occupation Secretary-receptionist. 

Complaint Lifelong fear of death, now particularly in 
thunderstorms. 

What seems to bring She is 3 months pregnant and feels she 

patient now needs help with this fear if she is to have 

a family. 

2. Therapist 

Code B 

Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 


Family history. Very severe neurosis in the family. Details not 
given for reasons of discretion. 


Home atmosphere. Considerable conflict in the home between 
members of the family. Patient an unruly child. 


Menstrual history. FMP at 13. Regular 4-5/28. No pain. 


Present illness. She has suffered from this fear of death as long 
as she can remember. It later became particularly attached to 
thunderstorms. There were two isolated instances of this, first at 
10 and then at 17, and it finally reached its present form three 
years ago when she was 20. Since then the intensity has hardly 
fluctuated at all. 


Diagnosis. Severe chronic phobic anxiety state with underlying 
depression. 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 
1. Known at initial assessment: 


(a) Severe phobias У 

"А terrible fear of death.’ This is seldom out of her mind. It comes 
9n particularly in thunderstorms, also when travelling, so badly 
that she either becomes paralysed with fright or else gets into a 
Teal panic (e.g. during one storm sat half-way up the stairs with 
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her head in her hands and couldn't listen to anyone; during 
another, couldn't go near a window and had to turn her back so 
that she couldn't see the lightning; still imagined lightning long 
after the storm was over). Is in constant fear that a storm will 
occur whether there is likely to be one in reality or not. Her 
reaction is severe whatever the severity of the storm. This phobia 
spoils her whole life. 

(b) Frigidity 

Intercourse at first painful, then bearable, but she has never had 
an orgasm. Feels she is not a proper woman. 


2. Which came to light during therapy: 


(c) Depressive manifestations 

Therapy revealed that the phobias hid a complex and severe 
disturbance, mainly depressive in character. Manifestations of 
this included an inability to believe that she could be a normal 
mother or give birth to a normal baby. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
She puts on a very good front; and, apart from her behaviour 
in storms, has lived an apparently normal life and held down a 
good job. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN C 
Far too complex for any useful simple hypothesis to be made. 
At assessment the hypothesis was made that her fear of death and 
the storm represented aspects of primitive sexuality and this was 
why she was frigid. There was evidence for this from an inter- 
pretation in the initial interview. 


Е. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 


(a) Disappearance of the phobias. 
(b) Ability to enjoy sexual intercourse. 
(c) Extensive reduction in depressive phantasies. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 
In view of the many emotionally charged responses that she gave 
in the Rorschach test, the plan was: 
(i) to show her one Rorschach card per session and to 
interpret her associations to it, with the aim 
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(a) of getting at ‘deep’ phantasy material quickly, and 
(b) of avoiding transference by interposing the card 
between patient and therapist; 
(ii) for therapy to last 10 sessions, one for each Rorschach 
card; and 
(iii) to interpret the presumed sexual meaning of her phobias— 
dying means sexual intercourse and the storm means the 
primal scene. 


H. SUMMARY OF COURSE OF THERAPY 
At the initial interview (session 1) the therapist resolved a tense 
Situation, in which the patient could not talk freely, by interpreting 
that the storm represented powerful primitive natural forces which 
she was afraid would overwhelm her. The patient relaxed and was 
able to talk with feeling about finding her father unconscious and 
‘looking like an ape’ after an accident. The main interpretation in 
the next two sessions was that the storm represented her fear of 
Submitting to the overwhelming male. In session 4 the patient 
broke down and poured out a mass of guilt and shame about 
childhood masturbation. She said her façade had been broken down, 
and the therapist suggested that she felt as if she had submitted 
to rape by him. She then said, ‘/f there were a storm now, I would 
not be afraid. In session 10 the card reminded her of the inside of 
bodies, a mass of pulp. The therapist suggested that she felt that 
her inside was horrible (like faeces) because of the bad feelings 
which she kept inside her, and when the baby was born it would 
turn out to be something horrible for all the world to see. She 
admitted that her fear was that the baby would be shapeless or 
deformed. In the next session she was able to feel the baby as 
Something nice. М 
This remarkable improvement was followed by at least partial 
relapse. Her anxiety during one storm was more severe than ever 
before. There were 19 sessions in all before she had her baby, and 
little further progress seems to have been made. In the last session 
the therapist interpreted the storm as representing her feelings 
about her parents in intercourse and her repressed sexual feelings 
about her father. Her final response was to say that she supposed 
these were subconscious feelings but they seem ‘so remote ~" 
WORK ON TERMINATION. There is one recorded interpretation 
Concerned with the patient's feelings about having to manage on 
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her own 'without enough good things inside her' during her 
confinement, to which the patient emphatically agreed. 


No. of sessions 19 
Total time 6 months 


I. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
Follow-up, 3 months (after birth of baby): 


(a) Phobias. Apparently as bad as ever. ‘Although there are no 
storms the fear of them is constantly with me.’ 


(b) Frigidity. No information at three months. Improvement 
occurred, but only after further therapy. 


(c) Relation with baby. Extremely anxious about attending to the 
baby (a healthy girl). Unable to play with it. 


Subsequent events: 

She was taken on for treatment again at once. Therapy became 
stormy and dramatic, the patient ringing up in a desperate state 
and having to have extra sessions. Therapy continued at one 
session per week for a further year. Although definite improve- 
ments were found at further follow-up, these are not considered 
relevant to the present study. 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 
АП disturbances essentially unchanged. (Also failure to terminate.) 


Score 0. 


K. STATUS OF THE EVIDENCE 


Complicated by the fact that the patient was taken on again at 
once, but fairly unequivocal. 
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THE STUDENT THIEF 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex F 

Age 20 

Marital status Single 

Occupation Student nurse. 

Complaint Two recent thefts of money from fellow 


nurses. 
What seems to bring Sent for treatment by her matron. 
patient now 
2. Therapist 
Code F 
Sex M 


В. PSYCHIATRIC HISTORY AND DIAGNOSIS 
Family history. Mother seems to be obsessional. Maternal grand- 
mother now in mental hospital. 


Home atmosphere. Parents have quarrelled constantly and have 
always been on the point of separating. Marked conflict se 
patient and her mother, persisting to the present day. Mother 
depicted by patient as demanding, unkind, and jealous. 


Previous history. Difficult and unruly child, ‘a terror’. But was 
head girl at her grammar school and very well thought of by her 
headmistress, 
Diagnosis. Pathological stealing. For discussion see E below. 
C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 
(a) Stealing 1 iti 
(i) At the end of a period of great strain, in which p ad 
Working for an internal exam she had to give Mes ED from 
Who felt she could not face the same exam, she stole ed reat 
this friend and a week later from another friend. ee sth. thefts 
trouble at the hospital and she eventually admitted bo f — 
(ii) She was also accused by the matron of a foe ie be 
thefts which had been occurring at the а Ls 3d ain 
two years, and of two new thefts which occurre ma ig мо 

hese she consistently denied. No one knows to this day 
She was in fact responsible for them or not. 
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Relation to fiancé р | | . 
МА is in love with a young man doing his National Service, and 
they plan to get married; but owing to practical problems they 
cannot do so for several years. This relationship turned out during 


therapy to be strongly idealized and, in view of the ease with 
which it broke up, largely false. 


(c) Relation to parents 


There is a great deal of conflict between her and her mother, 


particularly over her fiancé, whom her mother does not like. 
Patient has not been home for a long time. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
None 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN C 
There was disagreement in the Workshop about the diagnosis. 
Balint was convinced that she was a case of pathological lying as 
well as stealing and that she was in fact responsible for the other 
thefts. Therapist, and others, less convinced of this. 

Evidence at interview suggested, and that obtained during 
therapy confirmed, that her main conflict was over maternal 
deprivation; and that this resulted in a conflict over giving and 
receiving love, care, and attention. The stealing would then 
represent her right to have something for nothing, without having 
to be grateful for it. 

F. EVIDENCE REQUIRED IN ASSESSMENT OF *IDpAL' RESULT 

(a) No further stealing (or lying). 

(b) Evidence of real and satisfactory relationship to a man, 
without idealization. 

(c) Improvement in patient’ 


S contribution to the strain between 
her and her mother. Ab 


ility to tolerate her mother’s failings. 
С. THERAPEUTIC PLAN FORMULATED AT I 
To try and deal with the ideali 
on the lying and stealing; if sh 
her phantasy but to help her t 


INITIAL ASSESSMENT 


zation; not to lay great emphasis 

€ 15 a pathological liar, to share in 

o distinguish it from reality. 

H. SUMMARY OF COURSE OF THERAPY 

At interview (session 1) and throughout therapy the therapist 

showed a marked bias of sympathy for the patient and a feeling 

that she was entirely sincere. The Workshop's opinion was that 
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he had quite possibly been completely taken in by her. When in 
session 1 it transpired that the stealing had occurred after a long 
period of looking after another girl, the therapist interpreted it as 
expressing her need for something for herself in return. This seemed 


to make sense to her. 
In session 2 the patient said that her fiancé, Reg, had been posted 


abroad and would soon be leaving. She failed to come for the 
next appointment, and there was then a gap of six weeks in 
treatment, during which Reg left. The gap ended when the patient 
was sent back by her matron after another theft had occurred, for 
which this time she denied responsibility. 

In session 4 the stealing was interpreted as an attempt to bring 
home to her parents how much she needed. This led to the in- 
formation that when small she had been paralysed down one side, 
and her mother seemed to expect her to be grateful for the special 
care that she had received. Although the patient had been twice 
sent for treatment, she now herself asked if she could continue, 
saying that she could not face her exams without help. 

During the whole of the therapy there was evidence of some 
disturbance in the transference—a sense of constraint in the ses- 
sions, with the patient often arriving late. The therapist tried 
tentatively to bring this into the open in sessions 3, 55 7; and 8, 
without success. In session 9 she arrived forty minutes late without 
apology, and the therapist finally brought out her resentment that 
he took it for granted that she could come when it suited him, 
whereas in fact it was not easy for her. The therapist at once 
linked this with conflicts over giving and taking in her relations 
with both her fiancé and her mother—in particular suggesting 
that she had been made to feel guilty about having once taken her 
mother’s care for granted. The patient clearly understood this and 
said, ‘And so, of course, I never £o home’. А 

Therapy was terminated after the patient's exams two sessions 
later, and the therapist wrote in the notes that he felt he and the 
patient had had a very moving experience together. 

WORK ON TERMINATION. None recorded. 


Total no. of sessions 11 
Total time 4 months 


I. CHANGES IN ALL DISTURBANCES LISTED UNDER C 


Follow-up: None. 


А with an 
After a great deal of actin, М 


g out over an intervie 
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independent assessor, to which she finally failed to come, she 
refused even an interview with the therapist. The only information 
comes (i) from a letter written by the patient 4 weeks after 
termination, and (ii) indirectly, through the matron, who let us 


know fourteen months after termination that the patient had 
eventually married. 


(a) Stealing (and lying ?). No information. 


(b) Relation to men. The idealized relationship with her fiancé 
broke down very quickly, and before the end of therapy she was 
doubting her feelings for him and had been meeting а West 
Indian student. In her letter (1 month after termination) she said 
that Reg had finally broken with her by letter. Within a year or 


less she had married the West Indian. There is no information 
about the quality of this new relationship. 


(c) Relation to parents. In her letter sh 
her parents twice sinc 
family’. 


е wrote that she had seen 
€ termination and ‘we are once more a 


J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 


Though it is possible that this 
in her relation with hi 


Provisional score 0. 


K. STATUS OF THE EVIDENCE 
Very unsatisfactory. 
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THE SrupENT's WIFE 


А. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex F 

Age 27 

Marital status Married 

Occupation Secretary. 

Complaint Fear of falling and hurting herself. Sudden 
onset eleven months ago, just before her 
marriage. 

What seems to bring She has been supporting her husband, who 

patient now is a student. Her symptoms have now 


forced her to give up work. 


2. Therapist 
Code @ 
Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 

Family history. Mother used to have fainting attacks. 

Home atmosphere. Parents quarrelled a certain amount. Father 
Spent little time in the home. 


Previous history. Very timid as a child. Went through a period of 
having to follow her mother everywhere for fear that something 
would happen to her. Very afraid of men. Enuretic till 10 or 11 
—much conflict with her mother over this. 


Menstrual history. FMP at 154. Regular 3-4/24. Little pain. 


Physical examination. Gynaecologically normal. 


Diagnosis. Phobic anxiety state with obsessional features. 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 


(a) Anxiety 
(i) Phobic anxiety. Her first а 
before marriage. She was frigh 


nxiety attack occurred two months 
tened she would faint while waiting 
for lunch. This was followed by several more, 6.8 while = 
dictation. Since marriage the attacks have been much worse, an 


she now has a constant fear that she will fall and hurt herself 


Which is so bad that she has had to give uP work. Unable to travel 
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(The student's wife—continued) 

alone. Afraid she may panic in the street and have to run, and 
cannot wear high-heeled shoes. 

(ii) Obsessional anxiety. For many years she has had the feeling 
that unless she touched something or wore certain clothes some- 
thing might happen to her mother. 


(b) Sexual difficulty 


Although she has been married nine months she is not interested 
in sex and has not yet had intercourse. 


(c) Constant restless movements observed at interview, suggesting 
the possibility of agitated depression. 


D. AREA OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
No certain evidence. 


*Main problem seems 
up immature relations 


(ii) her frigidity, 
(iii) her marriage to a youn 


The fact that her husband may now become self-supporting 


Y account for her recent increase 


F. EVIDENCE REQUIRED IN ASSESSMENT О 

(а) Loss of all anxiety. 

(b) Great increase in sexual fre 
orgasm and enjoyment. 

(c) Loss of restlessness. 


Е ‘IDEAL’ RESULT 


edom: allows intercourse, with 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 


None specifically stated. Length of thera limited b ient" 
planned departure to the United States in ri ја pauenbs 


three months. 
H. SUMMARY OF COURSE OF THERAPY 


In sessions 1-5 interpretations were made about 


the possible 
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(The student's wife—continued) 
sexual meaning of her phobias (e.g. fear of being hurt sexually, 
including fear of being ‘penetrated’ by therapist's interpretations); 
guilt about having a better marriage than her mother; and envy of 
her husband, whom she had been looking after while he studied for 
his final exams. There was some apparent response to these 
interpretations, but at the end of the first two sessions the patient 
pressed for advice as if this was what she was really seeking. In 
session 6, however, there was a much clearer response when the 
therapist said that the restless movements reminded him of a little 
girl wanting to go to the toilet. The patient responded by remem- 
bering that her mother had accused her, when she was a child, of 
going to the toilet in order to masturbate. After this session the 
restless movements were much less noticeable. Further response 
to interpretation seems to have been superficial. 

WORK ON TERMINATION. One interpretation recorded, in the last 
session, with doubtful response. 


Total no. of sessions 9 
Total time 24 months 


1. CHANGES IN ALL DISTURBANCES LISTED UNDER С 
Follow-up (1) 1 year (report from psychiatrist in Philadelphia): 
Patient complained of Я 

(а) Anxiousness at work, fear of being shut іп the office, fear of 
collapsing in the street, inability to travel, fear of shopping; 


(b) Fear of and lack of interest in marital relations. 


Patient taken on for treatment. Seen at first twice W 
because of the severity of her phobic symptoms, 
weekly. Total: 25 sessions. 

Patient changed jobs twice and тї 
therapy. She finally encouraged husban 
requesting referral for treatment there. Р . 

During therapy there was a marked lessening of phobic symp- 
toms and an increase in the ability to work, but there also appeared 


Doticeable depressive elements. 
Follow-up (2) 3 years 1 month (letter from patient): 


Therapist received a letter from patient, who has now returned to 

England, requesting referral for further treatment. Patient reports 

that after each of the three times that she moved to a new city her 

Symptoms at first greatly improved, but that after a few months 
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eekly; then, 
three times 


oved house twice during 
d to move to New York, 


The present work 
(The students wife—continued) 


she relapsed. In New York she had further psychotherapy and 
drug treatment, but the effectiveness of this was limited by her 
impending return to England (just as her first therapy was limited 
by her departure to America). She now says she gets depressed, 


her fear of fainting is ‘almost an obsession’, and travelling alone 
‘is out of the question’. 


No further information about the sexual problems or the rest- 
less movements. 


J. PSYCHODYNAMIC ASSESSMENT OF RESULT 
Essentially unchanged. 
Score 0. 


К. STATUS OF THE EVIDENCE 


Although the patient has not been seen since termination, un- 
equivocal, 
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THE SURGEON’s DAUGHTER 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex F 

Age 29 

Marital status Single 

Occupation Editorial assistant to a magazine. 

Complaint She had been engaged to a man, Dick, for 

What seems to vine) over a year, but had broken it off on 
patient now discovering that he was still going out 


with another woman. Shortly after this 
the patient discovered that she was 
pregnant. Sought treatment ostensibly 
because she didn't know what to do 


about this. 
2. Therapist 
Code C 
Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 
Family history, home atmosphere. Patient is the child of a broken 
home. She felt a lack of warmth and understanding in her home. 


P revious history. An unhappy, nervous, and resentful child, in- 
clined to get depressed. Enuretic till age 10. Has always lacked 
drive; has never been able to stand up for herself; and has always 
been subject to fits of depression—crying and waking up early 
in the morning—when she has felt she has not measured up to her 
ambitions, Had a brief attack of a phobia of going into the 
Underground in early 20s. She was not depressed when seen by us. 


Diagnosis. Neurotic character disorder and recurrent reactive 
depression. 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 


1. Known at initial assessment: 
nd were only pieced together 


These were not at all clear at first а gett 
h the help of the projection 


Y inference from her story, and wit 
test (ORT). 
фе conclusion was that she had covered 
atred and sexuality) all her life, and preten 
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ded that everything 
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(The surgeons daughter—continued) 

was nice. The test indicated intense underlying resentment 
against her mother; and her history showed that she expressed 
no resentment against Dick in spite of the fact that he had made 
her pregnant and abandoned her for another woman. There was 
no material about the baby in the test or the interview, which 


suggested she was denying the reality of the experience of being 
pregnant and giving birth to a child. 


2. Which came to light during therapy: 


It became clear that she was largely unable to express resentment, 
or to stand up for herself and her rights. It also began to look as 
if this pregnancy had been partly engineered by her—since she 
had made no attempt to prevent Dick having intercourse with 


her without contraceptives—as a way of forcing Dick to marry 
her without having to ask directly. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 


There was no evidence of strong dependence. She had done fairly 
well academically and at work. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN C 


Mainly inability to tolerate her own anger. Also, perhaps, anxiety 


over rivalry with women, with consequent anxiety over fulfilling 
herself as a woman by having a baby. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF RESULT. 

(a) The ability to experience the fact of being pregnant, and to have 
a normal relationship with her baby. 

(b) Evidence that she is able to express her resentment and to 


insist on her needs with men in a way that makes the relation- 
ship better rather than worse. 
(c) Same as (b) with women. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 
A full therapy should have three main aims, to enable her to accept 
(a) that she is really about to have a baby; 
(b) that men don't necessarily have to be spared her resentment; 
and 


(c) that there is a possibility of peace and friendship with a 
woman. 


It was felt that the therapist should concentrate on (a), but 
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(The surgeon's daughter—continued) 


also might be able to achieve (b) through use of the transference; 
(c) could probably not be touched. 


Н. SUMMARY OF COURSE OF THERAPY 

The main focus of therapy was how she had to be ‘nice’ all the 
time for fear of spoiling her relations with people, and thus could 
not be angry or press her claims. This applied in particular to the 
difficult triangular relation between herself, her fiancé, and her 
rival, which was pointed out several times in sessions 1-6. In 
session 7 the therapist pointed out how nice she had to be in 
treatment for fear of being thrown out; and in sessions 8 and 9 
how she could not be angry or press her claims over the anticipated 
termination. The patient clearly understood all these interpreta- 
tions but did not see how anything could be done to change the 
situation. In sessions 13-15 the therapist made a determined 
attempt (in accordance with the original plan) to face the patient 
with her feelings about her baby, with little success. In session 16 
the patient announced that she had decided to get married, and in 
this session she contradicted the therapist and admitted that she 
was angry with him, for the first time. In session 17 she said that 
she now felt freer to express herself with Dick, but she was still 
uncertain what to do about treatment. In session 18 she said that 
she had decided to try and manage on her own, and the therapist 
agreed. . 
WORK ON TERMINATION. Interpretations about termination had 
already been made in the middle of the therapy (as mentioned 
above) and were apparently not repeated at the end. 


Total no. of sessions 18 
Total time 10 weeks 


1. CHANGES IN ALL DISTURBANCES LISTED UNDER c 
Follow-up (1) 5 months: 

Not very long after the end of treat 
between her and her rival, and she had а terrific row and ни 
the rival's face. At first Dick was furious with her; but, vod th у 
birth of the baby (a boy), everything has been different ап um 
are planning to get married. It is not easy to get an а > ЫЕ 
of the quality of her relationship with Dick. During b red 
Was able to push him around a bit, and she 18 P 


dominant partner, 


ment things came to a head 
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(The surgeon's daughter—continued) . 
The relationship with the baby seems excellent—the therapist 
writes: ‘At the end of treatment I had no idea of the motherliness 
she could bring to her baby, and now it is evident that she hasa 
considerable supply.' In view of the lack of response to interpre- 
tations about her denial of her feelings for the baby, it seems as 
if these interpretations may have been ineffective but unnecessary. 


Follow-up (2) 1 year (interview with independent assessor): 


She is now married to Dick. She describes her whole life as steadily 
growing happier—‘like a spring being unwound as the tension is 
relieved’. She goes out to work by day, while Dick studies and 
looks after the baby; and he goes out to work some evenings. 
Still not easy to get at the quality of their relationship. Baby seems 
flourishing. 

She describes the row with her rival: one evening the anger 
had simply boiled up inside her; she had felt that if she didn’t do 
something about it now it would be spoiling all the good work that 
Dr. C. had done; slapping her rival’s face had been ‘most satis- 
fying’; she hadn’t done such a thing since she was 10. Interviewer 
asks if she has been more able to express such feelings since then, 


and she answers that she is certainly able to make her comments 
more pungent than they used to be. 


Follow-up (3) 2 years (interview with same independent assessor): 
Patient has recently had a second baby, 
was (a) that this baby was unwanted, 
had had the desired effect of forcing Dick to get a job and support 
her. Much of the interview was taken up with her guilty feeling 
that she had engineered the pregnancy, and that the baby had 
died after serving its purpose. It looks, therefore, very much as 
though this was an exact repetition of the mechanism of getting 
what she wanted without actually asking for it, which had been 
expressed in the original pregnancy. 

She said she had never had any difficulty over sex; and the 


present sexual relation with Dick seemed to be genuinely satis- 
factory. 


which died. What emerged 
and (b) that the pregnancy 


SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 
This second pregnanc 
problem over demandi 
the ability to fight wit 
by her relation with 


У is strong evidence that the original 
ng her rights was not Teally solved; and that 
h her rival was a temporary effect occasioned 
the therapist. Nevertheless she has apparently 
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(The surgeon's daughter—continued) 


been enabled by therapy to make a tolerably happy marriage, and 
this must therefore be regarded as a ‘valuable false solution’. 


Score 1. 


К. STATUS OF THE EVIDENCE 


This is an inferential assessment, but the evidence from the 
second pregnancy is too much of a coincidence to be ignored. 
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Том 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex M 

Age 16 
Marital status Single 
Occupation Schoolboy 


Physical symptoms and anxiety of acute 


What seems to bring onset, four weeks, 


Complaint } 
patient now 


2. Therapist 
Code B 
Sex M 


treated him as if he were her own son. 


Previous history. He seems to have been quite normal in his child- 
hood and adolescence, 


Medical history. No serious illnesses. No Tb. Three years ago 
complained of spot in front of the left eye, diagnosed as juxta- 
papillary choroiditis, which resolved spontaneously. 


Present illness. Sudden onset of sym 
time when he was due (i) to go for intery 
next day, and (ii) to take his GCE exam t 
mother had several times during the las 
the possibility of his leaving his father and 


Assessment and therapy forms 


(Tom—continued) 
pressure of 180/75, presumably the result of anxiety. (All physical 
examinations and investigations after termination were also 
Negative.) Chest x-ray normal. Because of his eye symptoms he 
also visited an eye hospital, where the old juxta-papillary choroi- 
ditis was seen and he was told that no treatment was indicated. 


Diagnosis. Severe anxiety-hysteria. (It should be added that the 
extreme severity of his symptoms and the somewhat bizarre 
nature of some of his complaints has later raised the question of 
whether he might be schizophrenic. Against this, he has always 
made excellent contact at interview, and has never shown the 
slightest sign of psychotic thought processes.) 


C. ALL KNOWN DISTURBANCES IN PATIENT'S LIFE 

(a) Anxiety and psychosomatic symptoms 

(i) Attacks of physical symptoms (four weeks, intermittently). 
Can't see properly; feels he is falling; heaviness in chest, breathing 
difficulty; pain in left half of face; feels his arms have gone dead. 
(ii) Anxiety accompanying above attacks. Feels he is going to die, 
that there is something seriously wrong with him physically, that 
he is going blind, etc. 

(b) Character problems, etc. 

Insufficient evidence. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
Insufficient evidence. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN C 


Severe conflict between his wish to go to his stepmother and his 
loyalty to his father, presumably with underlying Oedipal ae ан 
he precipitating cause of his symptoms was probably the fac 
that he was just about to get his first job, and would then be more 

independent and more in a position to leave his father. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT — h father 
(a) Abili is mi lly whether to live with ta e 
ility to make up his mind finally ms: no further substi- 


Or stepmother; complete loss of sympto 
tute disability; no further breakdown. 
Ability to get on with both parents wit n 
One he decides to live with. Regular work, Wi 
according to his potentialities. 
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(Tom—continued) 


(c) Ability to form satisfactory relationships with people of both 
sexes. 


С. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 


To try and clarify his feelings about the present conflict, with 
emphasis on Oedipal problems. 


H. SUMMARY OF COURSE OF THERAPY 


At interview (session 1) this very pleasant young man spoke 
surprisingly freely for an adolescent, but made only a limited 
response to interpretations. The interpretation that perhaps his 
symptoms represented his punishment for wanting to leave his 
father and live with his stepmother resulted in nothing more than 
a long brooding silence. 

The therapist stuck to the plan of interpreting Oedipal guilt 
mobilized by the family situation, but the patient took most of 
these interpretations as advice that he had got to make up his 
mind about whether to leave his father or not. There was no clear- 
cut response to interpretation at any time. The only transference 
interpretation was in session 3, that he wanted to show how ill he 
was so as to force the therapist to take a decision for him. The 
patient agreed with this, and said he couldn't carry on like this 
and must decide soon. In session 4 he reported that he had felt 
that the therapist had given him a sort of ultimatum—the more 
he avoided his decision the more ill he became—and as a result 
he had gone to stay with his stepmother, and his symptoms had 
improved. The therapist tried to get him to look at his feelings 
about this, but failed. 

Another appointment was made, but the patient rang up saying 
that he felt much better and did not need to come. 

WORK ON TERMINATION. Not relevant; patient broke off treatment. 


Total no. of sessions 4 
Total time 4 weeks 


I. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
Follow-up (1) 3 months (report from another psychiatrist): 


As soon as he decided to go and live with his stepmother all his 
symptoms and anxiety disappeared, only to return with equal 
force one month afterwards, He refused to return to the original 
therapist and was taken on as an out-patient at another hospital. 
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Follow-up (2) 3 years 3 months: 


Spent one year as a voluntary patient in a mental hospital. Now 
has been out of hospital nearly two years. Still suffers from 
symptoms similar to those that he had originally, and in addition 
from claustrophobia, agoraphobia, and a partial spasm in one 
leg. He faces his disability with courage and has worked at the 
same job ever since his discharge from hospital. Now seeking 
further treatment at the Tavistock Clinic. Put on group waiting 
list. 


1. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 


An attempted ‘false solution’ by relief of external stress, soon 
revealed as valueless. 


Score 0. 


К. STATUS OF THE EVIDENCE 
Unequivocal. 
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THE UNSUCCESSFUL ACCOUNTANT 


A. DETAILS OF PATIENT AND THERAPIST 
1. Patient 


Sex M 

Age 31 

Marital status Married 

Occupation A chartered accountant in private practice. 

Complaint Patient has been unable to make a living in 

What seems to bing} private practice. He has now decided to 
patient now 


give up accountancy and has been trying 


unsuccessfully to get personnel work. 
Now asking for advice about what sort 
of job to take. 


2. Therapist 
Code F 
Sex M 


B. PSYCHIATRIC HISTORY AND DIAGNOSIS 


Family history, home atmosphere. Father extremely domineering 
and moody. Sister neurotic. 


Previous history. NAD 


Diagnosis. Neurotic character disorder. 


С. ALL KNOWN DISTURBANCES IN PATIENT’S LIFE 
1. Known at initial assessment: 
(a) Difficulty over jobs 

(i) Failure at accountancy. 


(ii) Decision to get personnel work, for which he is not qualified. 


(iii) Has been turned down at interview for about 20 jobs in the 
past two years. 


2. Which came to light during therapy: 
(b) Character problems 


These were not clear at interview, but his projection test and 
subsequent therapy Suggested severe difficulties over competitive- 
ness, aggressiveness, and making real contact with people. 


D. AREAS OF PATIENT'S LIFE UNAFFECTED BY ABOVE DISTURBANCES 
He did fairly well academically, and became a chartered account- 
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(The unsuccessful accountant—continued) 


ant. He has also married, though little is known about the quality 
of his relationship with his wife. 


E. MINIMUM PSYCHODYNAMIC HYPOTHESIS SUGGESTED TO EXPLAIN C 
It seems clear that his character problems in some way interfere 
with his getting jobs. Probably (i) his difficulty over competitive- 
ness makes him choose jobs which are aiming either too high or 
too low (he said this during therapy); (ii) his wish for personnel 
work expresses his wish to solve problems in his relations with 
people, but he is unqualified and unsuited for this; and (iii) he 
antagonizes interviewers owing to his problem over competitive- 
ness. 


F. EVIDENCE REQUIRED IN ASSESSMENT OF ‘IDEAL’ RESULT 
(a) (i) He should get a job which satisfies him, and should make 
progress in it, in accordance with his undoubted abilities. 
(ii) There should be evidence that this has been due to altered 
behaviour at interview, and that this kind of pattern does 

not repeat itself in future. 

(b) There should be evidence from his life for extensive reduction 
in problems of competitiveness and for improvement in the 


quality of his human relationships. 


G. THERAPEUTIC PLAN FORMULATED AT INITIAL ASSESSMENT 


Formulated after session 3: *[To] bring out competitiveness with 
men, to relate it to inability to get а job; to show him how he has 
tried to over-compensate [for] fear of competitiveness . . «5 perhaps 
later the relation with father . . .; and ease some of the tension 
Which is obviously responsible for his inability to impress inter- 
viewing boards.' 


H. SUMMARY OF COURSE OF THERAPY 

At interview he steadfastly refused to admit, in spite of sustained 
effort by the interviewer, that he had any difficulties; and said that 
he came simply for advice about what sort of job he should get, 
and that he would like to join a group *in order to study the group 
leader's methods'. Nevertheless, he eventually said that the sort 
of job he would like was one in which he found out what workers 
complaints really were. The interviewer interpreted that he really 
Wanted to find out what his own complaints were- Although there 
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seemed to have been very little communication in this interview, 
the patient wrote saying that he had been considerably helped and 
would like another. In session 2 the theme was competitiveness. In 
sessions 3-6 the patient started to get uneasy as soon as he had 
run out of material that he had prepared, and the therapist 
reiterated that some problem in his relation with men was appearing 
in the transference, and it was this same problem that made him 
uneasy at interviewing boards. In session 6 after a period of tension 
and thought block, the patient interpreted this himself as being 
due to homosexual feelings for the therapist. In the next Session he 
reported that he had got a job which made it difficult for him to 
have further treatment. Therapist and patient agreed on termina- 
tion. 

WORK ON TERMINATION. None recorded. 


Total no. of sessions 7 
Total time 6 weeks 


1. CHANGES IN ALL DISTURBANCES LISTED UNDER C 
Follow-up (1) 10 months: 


(a) @ Has completely given up the idea of personnel work. His 
job is with a commercial firm, at a much lower salary than that 


Follow-up (2) 2 years: 

(a) Little change from above situation, stil] 
had some increase in salary—'about avera, 
another. Has been given more responsibility. Is studying to get 
further qualifications, but plays down the Possibility of advance- 


ment in his present job, which Seems to be greater than he wants to 
make out. 


(b) Still almost impossible to get much idea of the quality of his 
human relations. 


quite contented. Has 
ge’—and is expecting 
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J. SUMMARY OF CHANGES. PSYCHODYNAMIC ASSESSMENT OF RESULT 


The psychodynamic change seems to be that he has largely 
abandoned competitiveness. The inappropriate reaction has thus 
been replaced by another inappropriate reaction. Nevertheless, 
his present position is more realistic than his attempt to get 
personnel work, and the result must be regarded as a ‘valuable 
false solution’. 


Score 1. 


K. STATUS OF THE EVIDENCE 
Inferential, but very clear. 
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VIOLET’S MOTHER 


A. DETAILS OF PATIENT AND THERAPIST 


1. Patient 

Sex F 

Age 42 

Marital status Married 

Occupation Housewife 

Complaint A complex family problem with an acute 

What seems to bine exacerbation. Details not suitable for 
patient now publication. 

2. Therapist 

Code Е 

Sex M 


B. DIAGNOSIS 


Essentially a neurotic marital problem with repercussions on the 
whole family. 


Items С to G are considered unsuitable for publication. 


H. SUMMARY OF COURSE OF THERAPY 


Early sessions all pursued the same pattern—the patient would 
try to get advice about the problems of other members of the 
family, and the therapist would have to make increasingly forceful 
interpretations about the patient's own problems and the part 
that they played in the family situation. This led gradually to 
partial insight (sessions 1-8). The situation at home then seemed 
to improve considerably, at which the therapist suggested 
termination. 

WORK ON TERMINATION. During sessions 3, 4, and 5 the therapist 
had suggested that the patient was trying to get the help and 
support from him which she had not got from her husband, 
without definite response. Threat of termination, however, made 
the patient upset and tearful. Interpretations about the patient's 
anger and grief at losing the therapist's support were made in 
sessions 11-15, leading to the expression of open feelings on two 
occasions, but without resolution of the situation. The patient 
was transferred to long-term treatment. 


Total no. of sessions 15 
Total time 5 months 
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(Violet’s mother—continued) 
I. OUTCOME 


After the initial improvement the family situation relapsed 
severely. 


J. PSYCHODYNAMIC ASSESSMENT OF RESULT 
Essentially unchanged or worse. 


Score 0. 


K. STATUS OF THE EVIDENCE 


Equivocal. In a situation of this kind it is impossible to dis- 
entangle the contribution of the individual members of the family. 
Further follow-up was completely obscured by long-term treat- 
ment. 
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СНАРТЕК 7 


Psychodynamic Assessment and its Bearing 
on the Validity of Brief Psychotherapy 


DISCUSSION OF THE PSYCHODYNAMIC METHOD 
OF ASSESSMENT 

It is of course true that, if a worker approaches data of any kind 
from a particular theoretical standpoint, he will tend to emphasize 
those aspects that fit in with his theory, perhaps to the exclusion 
of other aspects equally important. Very probably these patients 
might appear quite different through the eyes of other psycho- 
analysts, let alone through the eyes of psychotherapists of a 
completely different school. 

It is also true that if these patients were taken under analysis 
their neuroses would all, almost certainly, prove to be highly 
over-determined, so that the dynamic hypotheses given here must 
be regarded as greatly over-simplified. 

Nevertheless, it can be said that this kind of approach often 
gives an extraordinarily coherent and intelligible picture. More- 
over, if an observer waits for sufficiently long after the end of 
therapy, enough will often happen to enable him to give a very 
clear account of the extent to which the patient has and has not 
really improved, and to give a dynamic interpretation of all the 
events that have occurred. The clearest example of this is the 
Biologist. The evidence may be set out as below: 

1, Main disturbances: 

(a) Eating phobia, 

(b) Diminished potency, 

(c) Compulsive phantasies with a clearly homosexual flavour. 

2. Dynamic hypothesis (based partly on evidence obtained during 

therapy): 

Guilt and anxiety about repressed homosexual impulses now 

returning to consciousness. According to a standard psycho- 
149 


The present work 


analytic interpretation, this kind of homosexuality may well 

represent a sexualized submissiveness to another man as a defence 

against intense anxieties about rivalry. 

3. Course of therapy: 

Therapist focuses on passive homosexuality and anxiety about 

competitiveness with men. This leads to the recounting of a 

memory concerned with homosexuality and eating. 

4. Improvements during therapy: 

(a) Complete loss of eating phobia, 

(b) Improved potency, 

(c) Disappearance of compulsive phantasies. 

5. Follow-up (8 months, 3 years, 5 years): 

(a) No recurrence of eating phobia. 

(b) Permanent improvement in potency and the relation with his 
wife. 

(c) Compulsive phantasies return in full force at times of stress, 
and are still present now with diminished force. 

(d) In keeping with the interpretation of part of his homosexuality 
as a defence against rivalry, a new problem emerges: difficulty 
over achievement. This is now satisfactorily solved by his 
getting a job as second-in-command to a man with whom he 
can express his submissiveness without any thought of engaging 
in rivalry. 

A plausible and apparently complete account can now be given 
of what has happened to this man's repressed homosexuality: 


l.Some has been brought into consciousness. The pressure 
has thus been in some way relieved, so that he can now express 
his heterosexuality more freely. 

2. Some has been ‘sublimated’ in his relation with his new boss. 

3. Some is still expressed in his compulsive phantasies. 


This example is admittedly the most striking of all, but there 
are others only slightly less clear, for example: 
1. The Surgeon's Daughter, in whom the pattern of getting what 


she wanted through an ‘involuntary’ pregnancy—which was what 


brought her to therapy—was exactly repeated one year after 
termination. 


2. The Unsuccessful Accountant 
clearly avoided his problem over 
cussion of this see pp. 165-6). 


» Who by his choice of job so 
competitiveness (for a full dis- 


3. The Articled Accountant, in whom a disturbance which was 
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not conspicuous—though present—at assessment, namely the 
tendency to deny his feelings and withdraw, finally became 
dominantand largely nullified his considerable initial improvements. 


Iam far from believing that psycho-analytic theory represents 
the ultimate on all human problems; but I do find it difficult to 
believe that the viewpoint expressed here, one-sided and incom- 
plete though it may be, does not represent at least an aspect of the 
truth. 


THE BEARING OF THIS WORK ON THE VALIDITY OF 
BRIEF PSYCHOTHERAPY 


The validity of brief psychotherapy cannot be separated from the 
validity of psychotherapy in general. This question was extensively 
discussed in my previous paper (Malan, 1959) and it is worth 
repeating and extending this discussion here. 

The evidence would come ideally from a ‘crucial experiment'— 
the comparison of a treated and an untreated series of patients, 
both of which were selected in exactly the same way. Such a 
study is extremely difficult to provide and for the most part other 
workers have adopted various compromises, of a kind which are 
perfectly legitimate and correspond to those adopted—where 
necessary—in all other branches of science. Although it is true 
that, with one exception known to me, these studies are not 
without objection, it is also true that they have almost entirely 
failed to provide evidence favourable to psychotherapy. 

In particular, the evidence that there is a high rate of improve- 
ment of some kind in untreated patients is quite overwhelming 
and simply has to be accepted. In face of this evidence psycho- 
therapists can only take up the position that either their work is 
really no use, or else there is a difference between the changes that 
take place in treated and those that take place in untreated patients, 
which the methods of assessment used so far have failed to demon- 
strate. The development of a more satisfactory method of assess- 
ment is therefore of the highest priority. It is chiefly as a contri- 
bution to this problem that the present work claims attention, 
and hence ultimately—but not immediately—to the problem of 
the validity of psychotherapy. At the same time, it is obviously 
true that psychotherapists are likely to go on working on the 
assumption that what they do is of some value; and the present 
work offers evidence about ways of working, which—though it 
suffers from many obvious defects—is nevertheless worthy of 
some consideration. 
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The minimum conditions that a satisfactory study of the 
validity of psychotherapy must fulfil may be stated thus: 


1. the provision of adequate ‘controls’; 
2. criteria of assessment which are clearly stated, and which are 


truly related to the variable that they are designed to measure; 
3. adequate follow-up. 


Of these three conditions the first is the most difficult, and—as 
already stated—the various compromises that have been attempted 
offer a partial solution and are in themselves perfectly legitimate. 
In particular, separate studies, by different workers, on totally 
different types of patient must be accepted. It is in my view the 
Second condition that has never really been solved; and it is 
because of this that the question of the validity of psychotherapy 
still remains open. 

In fact it would be more accurate to say that the second condition 
has never been solved for adults. There is one study, on children, 
which fulfils not only this condition, but both of the others as 
well. The following quotation is from my 1959 paper: 


"Teuber and Powers (1953) reported an experiment in which 
325 “underprivileged” boys were given guidance and counselling 
over an average period of four years, in the hope of preventing 
delinquency. The counsellors include psycho-analysts and 
client-centred therapists, and for part of the time worked 
under a psycho-analystically trained Supervisor. The boys were 
matched with a control group of 325 boys who received no 
counseling. At the end of the experiment the counsellors 
believed that they had substantially benefited two-thirds of the 
treated boys. The final result of the experiment was that ninety- 
six of the experimental boys made a total of 264 court appear- 


ances for delinquency, as against ninety-two of the control 
boys who made 218 court appearances.’ 


This study will remain for many years the envy of any worker in 
this field. From the present point of view, its main advantages are 
not merely the provision of exactly comparable controls, but the 
use of a method of assessment which as well as being objective 
and quantitative was undeniably related to the variable which it 
was designed to measure—namely antisocial behaviour. There 
are ways of interpreting this result to make it less unfavourable 
to psychotherapy—for instance it could be suggested that there 
was an additional factor at work in the treated boys, namely а 
tendency for treatment to increase ‘acting out’, which masked a 
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genuine therapeutic effect—but the one fact that treatment did 
not keep these boys out of the courts, which must inevitably have 
been one of its major aims, is completely inescapable. 

This study—on a type of patient that is notoriously difficult to 
treat—is of course not directly relevant to work with the usual 
population of adult neurotics. Its relevance lies in the dreadful 
warning it provides to workers in this whole field—the present 
study included—and which is admirably summed up by the authors 
themselves: that but for the controls this would have been pub- 
lished as yet another piece of successful work, and therefore the 
burden of proof is on anyone who claims results for a given form 
of therapy. 

The important difficulty with the general population of neurotic 
adults is the absence of any simple objective measure of improve- 
ment resembling that available to workers with delinquent 
children. This is one of the reasons why there is no work with 
adults of a status in any way comparable with that of the above 
study. The nearest approach seems to be the study on client- 
centred therapy by Rogers and Dymond (op. cit. 1954). These 
authors took an immense amount of trouble and yet did not quite 
succeed in making their study free from objection. They attempted 
to solve the problem of controls by (i) dividing the twenty-nine 
patients to be treated into two roughly equal groups, one of 
which had treatment immediately and the other of which (‘own 
controls’) was asked to wait for an average period of sixty days, 
that is about eight and a half weeks or two months; and (ii) 
providing a group of ‘normal’ volunteers, who underwent the 
same series of tests without treatment. Eysenck (1960, p. 707) 
objects to (ii) in the following words: 


‘It is difficult to see what purpose the so-called normal 
control group serves. No one has, to our knowledge, advanced 
the hypothesis that a group of normal people not subjected to 
any kind of psychotherapeutic or other manipulation should 
change in the direction of greater integration and better mental 
health.’ 


The obvious fallacy in this criticism lies in the naive view that 
there is a sharp distinction between ‘neurotic’ and ‘normal’. 
Nevertheless the criticism does have some force, since the motiva- 
tion for change in people who are not suffering from difficulties 
severe enough to make them seek treatment must inevitably be 
less high than in those who do seek treatment in fact. Rogers and 
Dymond by implication do recognize this. Eysenck's objection to 
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(i) is, I am afraid, more cogent. He states that his counter-hypo- 
thesis is that 'spontaneous remission occurs among patients to an 
extent which equals the alleged effects of therapy’, and that one 
of the most important factors in this spontaneous remission is the 
passage of time. It is of course obvious that spontaneous improve- 
ments must take on the average much longer than two months to 
occur—otherwise most waiting lists for psychotherapy would 
rapidly dwindle away and disappear. Therefore (a) the period of 
waiting for the ‘own controls’ should clearly be at least the same as 
(b) the period of therapy, or even (c) the period of therapy plus 
follow-up. Since (a) was eight and a half weeks, while (b) was, on 
the average, thirty-three weeks, and (c) was thirty-three weeks 
plus six to twelve months, the ‘own-control’ series cannot be said 
to be of much value. 

With regard to the methods of assessment used by these authors, 
it is very difficult to give a firm opinion. They used a variety of 
methods, doing their best to make each as quantifiable and ob- 


jective as was feasible. There is, unfortunately, objection to all 
of them: 


1. Гат not convinced of the ability of patients to assess their own 
condition, nor of people to assess that of their friends; and there- 
fore, while I accept the usefulness of the quantitative methods 
applied in the ‘self-ideal correlation’ and the Willoughby Emotional 
Maturity Scale, I do not think that these methods measure true 
psychodynamic improvement very accurately. 


2. I very much respect the care taken Over assessment by the TAT, 
particularly the fact that the judges did not know the order in 
which the tests had been given; but—as already discussed on 
p. 46—I am strongly of the opinion that assessment of change 
should be related to the patient’s feelings and behaviour awav 
from the clinical situation, and that changes in phantasy material 
are simply not enough. 


3. The third method of assessment was the ‘counsellor rating’, in 
which the therapist himself was asked to rate the personal inte- 
gration and life adjustment before and after therapy, and also to 
rate the overall outcome of therapy, both on a nine-point scale. 
In accordance with my view that it is only a clinician (though not 
necessarily the actual therapist) who can really rate changes in 
patients, I feel that this is the method potentially least open to 
objection. The difficulty here is that there is no information given 
about the criteria used, so that the judgements given cannot be 
verified by the reader. The one saving factor is that the authors 
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give a full account of the therapy and the changes that occurred 
in a single successful and a single unsuccessful case. The success- 
ful case (Mrs. Oak’, already mentioned—see р. 25) is extremely 
convincing; but this is only one (and probably one of the most 
successful) among the whole series of twenty-nine patients. 


In summary: although these authors did find a ‘significant’ 
difference in the rate of improvement between the experimental 
and the control patients, (i) the two kinds of controls provided do 
not fulfil the conditions required; and (ii) it is impossible to know 
what this improvement means either in terms of psychodynamics 
or in terms of the patient’s real happiness and adjustment. 

The two other controlled studies on adults gave negative results. 
The first is that by Barron and Leary (1955), who compared the 
changes on the MMPI scale in 127 treated patients, and in 23 
patients who during the course of routine clinic work had to wait 
without treatment for at least six months. The fact that the experi- 
mental and control series were selected in different ways has simply 
to be accepted. Treatment was either ‘brief ego-oriented individual 
therapy on a once-a-week basis’ (42 patients), or group therapy 
‘with emphasis on current interpersonal responses’ (85 patients), 
with a minimum of three months’ treatment in either case. Thera- 
pists were psychiatrists, psychologists, or social workers, all with 
more than three years’ post-graduate teaching, and with a psycho- 
analytic orientation. The average lengths of time between the 
initial and final assessments were about eight months for the 
treated patients and about seven months for the controls. The 
results of this study were that both the treated and the untreated 
patients showed significant improvements in their MMPI scores, 
and that there was really no significant difference between them. 

The authors do not make clear whether most of the experimental 
patients were still under treatment at the time of re-testing. If they 
were, then the study is based on the naive view that patients show 
a steady improvement from the time that they are first taken into 
therapy. In fact, it is a universal experience that they tend to get 
dramatically ‘better’ in the very early stages—an improvement 
which is usually psychodynamically unsound—and in the next 
stage many of them get ‘worse’. This kind of factor is not taken 
into account. It is, of course, easy to pick such holes in other 
people’s work. It is much better simply to say that this was a 
sincere attempt to study the effects of psychotherapy with a 
control series, and that as far as it went it gave a negative result. 

Brill and Beebe (1955), in an extensive study of problems re- 
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lating to psychiatric disability in the American armed forces, 
included a very brief account of a comparative follow-up study of 
those patients who had and those who had not had treatment. 
These authors attempted to correct their figures for the fact that 
the patients who had been given treatment were probably those 
with the best personalities in the first place, by matching patients 
in a treated and an untreated series according to (i) the (presum- 
ably geographical) ‘area’ in which the breakdown had taken place, 
(ii) the pre-service personality and impairment, and (iii) the 
severity of breakdown. Treatment was divided into: A—not more 
than rest and sedation; B—individual therapy; and C—hospital 
routine. ‘The three matched treatment groups (A, B, and C) were 
then compared as to health at separation and condition at follow- 
up with essentially negative findings. It therefore appears doubtful 
that there was any difference in the effectiveness of the three gross 
types of treatment.’ Here it must be remembered, however, that 
the authors specifically state that the facilities for treatment in 
the armed forces were very limited, and that individual psycho- 
therapy should *by no means be thought of as either intensive or 
prolonged'. 

In summary, there are objections to all the controlled studies 
with adults that are known to me; but, though it cannot be said 
that the evidence against the validity of psychotherapy is very 
strong, the evidence in favour of it is negligible. 


Failing controlled studies such as these—which are extremely 
difficult to carry out in a fully satisfactory way—important in- 
direct evidence about the validity of psychotherapy could be 
obtained if it were possible to know the natural history of neuroses, 
in the same way as it is possible to know the natural history of 
physical illnesses. In fact, such studies as have been carried out 
all indicate that the rate of remission in patients who (though not 
necessarily entirely untreated) have had no specific psychotherapy, 
is very high. 

Eysenck (1952, 1960) quotes two such studies. The first, by 
Landis (1938), is an extremely extensive study of the records of 
all neurotic patients admitted to the New York State Hospitals 
between 1917 and 1934. He found that 72 per cent were discharged 
‘recovered’ or ‘improved’. Landis himself explicitly states the 
limitations of such a study; and, for our point of view, I do not 
think it need be taken very seriously. Of course patients improve 
in hospital—it is the kind of life they lead afterwards that matters. 
And anyone who has worked in a mental hospital, and has had to 
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make out summaries for patients on discharge, ought to be able to 
attach to words like ‘recovered’ and ‘improved’ something of their 
true significance. 

The second study, by Denker (1946), is of greater value. The 
following quotation is also from my 1959 paper: 


‘Denker studied 500 consecutive disability claims in the files 
of an insurance company, in which the patient had been out of 
work because of psychoneurosis for at least three months, and 
had received treatment from general practitioners only. The 
patients were followed up through their general practitioners for 
five to ten years. Criteria of “recovery” were (a) ability to carry 
on at work for at least five years, (b) complaint of at most very 
slight difficulties, and (c) successful social adjustments. The 
results were that 45 per cent of patients "recovered" after one 
year, and another 27 per cent after two years, making a total 
of 72 per cent once more.’ (Further improvements occurred 
later, bringing the total up to 90 per cent after five years.) 


A third study is also discussed in my 1959 paper: 


‘The most important of these [studies] is by Saslow and Peters 
(1956), in which the method of assessment was by means of the 
psycho-analytically based multiple five-point scale of Miles et al. 
(1951). . . . These authors studied 100 consecutive patients who 
had had consultations... and who fulfilled the following 
criteria: 


1. They had been diagnosed by Saslow himself as suffering from 
a “behaviour disorder”. 

2. They had had no more than two interviews, for various 
purely routine reasons: e.g. lived too far away, refused 
treatment, were expected to be able to manage, were thought 
unlikely to respond, or were simply asked to return for drugs 
at times of stress. 

Eighty-seven patients were located. Follow-up varied from 
14 to 6? years—in 80 per cent it was over four years. The results 
were: 

“Apparently recovered" to “Improved” 37 per cent 
“Slightly improved" to “Worse” 63 per cent.’ 


A fourth study is by Wallace and Whyte (1959). These authors 
studied the changes in neurotic patients who had been on the 
waiting list for psychotherapy for three to seven years. They 
obtained useful information on 49 out of 76 patients. Criteria of 
improvement were based on symptoms and socio-economic 
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status. The overall result was that 32/49 — 65-3 per cent were 
judged to be ‘recovered’ or ‘improved’. A study of the rates of 
improvement in patients according to the length of time on the 
waiting list indicated—in contradiction to Denker's study—that 
no further improvement occurred after the first three years. 

As is well known, what Eysenck goes on to do is to review 
the corresponding figures for all major studies so far published of 
patients who have had specific psychotherapy of any kind. It turns 
out that the studies of psycho-analysis give an average improve- 
ment rate of 44 per cent (66 per cent if patients who did not 
complete treatment are excluded); while those of eclectic psycho- 
therapy give one of 64 per cent; as against 72 per cent for the 
patients without specific psychotherapy in the studies of Landis 
and Denker. 

The details of some of these studies mentioned by Eysenck, 
together with others not mentioned by him, are shown in Table 7. 
Only studies of adult out-patients, in which the majority of the 
therapy can be described as ‘brief’, are included. p 

Eysenck's (1952, 1960) conclusion from his published figures 1$ 
well known: ‘[The data] show that roughly two-thirds of a group 
of neurotic patients will recover or improve to a marked extent 
within about two years of the onset of their illness, whether they 
are treated by means of psychotherapy or not.’ The question 15 
is this conclusion justified ? 

It seems to me first of all that if the criteria used are the relatively 
coarse ones of (i) improvement in presenting symptoms and 
(ii) ability to work, then the evidence does really suggest that 
about two-thirds of neuroses are self-limiting, and that specific 
psychotherapy shows no ultimate advantage over such measures 
as rest and sedation—whether or not it accelerates recovery does 
not appear from the evidence available. 

But what happens if the assessment criteria are more exacting 
than this? The seemingly most cogent argument used by the 
defenders of psychotherapy (including myself) is that dynamically 
oriented therapists use far stricter criteria. A consequence might 
well be that those studies in which such criteria were used would 
show a lower rate of improvement—although an obscuring factor 
will be the presumably different effectiveness of different kinds 
of treatment. 

1. With regard to untreated patients there is perhaps some evidence 
for this in that the study by Saslow and Peters, making use of the 
psycho-analytically based 5 x 5 point scale of Miles et al. (1951) 
(which surveys work, personal relations, marital adjustment, 
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sexual adjustment, and insight), gave an improvement rate of 
only 37 per cent. This may be compared with the study by Wallace 
and Whyte (1959), giving a rate of improvement of 65 per cent, in 
which the criteria were much less exacting: 


“1. Recovered: these were symptom-free and in full employ- 
ment, and had suffered no loss in socio-economic status. 

2. Improved: these were troubled only by residual symptoms, 
were in full employment, and had suffered no loss in socio- 
economic status." 


2. With regard to brief psychotherapy there is only one study that 
supports this idea, namely the psychosomatic study by Ripley 
et al. (1948), in which only 16 per cent of patients showed both 
‘symptomatic’ and ‘basic’ improvement. There can be no question 
that these authors’ definition of ‘basic’ improvement is highly 
exacting, and probably lies far closer to what I mean by ‘true 
resolution’ than improvements accepted by many other authors— 
depending as it does on the patients ‘having encountered a major 
threat in their life situation, and having . - - [met] it in a more 
constructive way and without symptoms’. On the other hand, the 
somatic factor in these patients may make them more difficult to 
treat. The other studies in which the criteria were at least fairly 
strict give improvement rates which were either about average or 
above average: Luff and Garrod (1935) specify that the ‘much 
improved’ patients must have been able to ‘meet new difficulties 
with self-confidence and without relapse’, and these authors give 
an improvement rate of 55 per cent; Rosenbaum et al. (1956) also 
take into account the ability to withstand “severe stress’ and give 
an improvement rate of 70 per cent; while Wolpe (1958), using 
Knight’s (1941) psycho-analytically based scale surveying symp- 
toms, productiveness, sex, personal relations, and ability to handle 
stress, gives an improvement rate of 89 per cent. Moreover, in 
Wolpe's study a number of detailed case histories suggest that at 
least sometimes the kind of improvement effected is in no way 
different from those which occurred in our own work (e.g. see 
Wolpe, p. 127, a girl who showed a great improvement in her 
personal relations after discovering the ability to assert herself 
—f. the Neurasthenic's Husband, p. 99 above). 

3. As far as some of the studies of psycho-analysis are concerned, 
it is clear that the criteria—at least for ‘recovered’ and much 
improved’—are far more exacting than those used in most of the 
Studies of eclectic psychotherapy, and it is therefore perhaps 
not surprising that the improvement rates should be lower. 
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This may be illustrated by quotations (a) from Fenichel (1930, 
my translation): 


*We have been as strict as possible with the category "re- 
covered". We only include those cases whose outcome is 
established not merely by disappearance of symptoms, but also 
by changes in the condition which are completely understand- 
able analytically, and if possible by follow-up as well. Because 
of this strictness one can for all practical purposes include 
most of the "much improved" cases in the category “re- 
covered". "Improved" cases include those which have either 
proved refractory in one way or another, or which must be 
considered only partial results on other grounds, or which must 
be dismissed as “transference cures" which are analytically 
doubtful." 


And (b) from Alexander (1937): 


Apparently cured’? and ‘much improved’ are used ‘most 
conservatively’.] ‘They do not refer to patients who were merely 
freed from their symptoms, but a substantial improvement of 
the pathological condition was required. We call patients 
“much improved” who are no longer seriously handicapped by 
the remnants of their original ailment; from a practical point 
of view they are cured. “Apparently cured” patients did not 
show even such remnants of the original ailment. Patients whom 
we call “improved” we consider therapeutically unsuccessful 


because, though improved, they are still handicapped by their 
ailment.’ 


Fenichel gave an improvement rate of 39 per cent and Alexander 
of 50 per cent, which taken together lie well below the average 
for other forms of psychotherapy. " 

One thing only can be said: that the figures published by differ- 
ent workers are in no way comparable, and it is impossible to know 
what they really mean. 

Although this is so, it nevertheless remains true that there is not 
the slightest indication from the published figures that psycho- 
therapy has any value at all. If psychotherapy really is of value— 
and asa psychotherapist I find difficulty in believing that it is not 
—then how can this paradox be resolved 2 

It Seems to me that a possible fallacy in all the figures 50 far 
published (except perhaps those of Ripley et al. and those from 
psycho-analysis) may still lie in the methods of assessment used; 
It is possible that two qualitatively different types of ‘improvement 
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may well hitherto have been classed together, namely (i) the 
‘true resolution’, and (ii) the ‘false solution’, which is often of the 
utmost value in practice, yet remains dynamically suspect. 

This latter kind of change is best illustrated by a detailed study 
of a single case from our own series, the Unsuccessful Accountant: 

Here the ‘presenting symptom’ was an inability to be successful 
at his present job as an accountant in private practice and an 
inability to get another. This inability had been put to the test in 
twenty to thirty interviews during the previous two years. The 
patient was married, and his relation with his wife and his social 
relations in general did not contain any very obvious stress. 

The bald statement of this patient's ‘improvement’ at five-year 
follow-up! is as follows: 


He got a job during therapy. He is still working for the same 
firm, with increased responsibility, and he has obtained rises 
in salary totalling about £1,400 a year. 


It seems to me that the majority of the authors whose work is 
summarized in Table 1 could not help assessing this patient as 
'apparently cured'. But this assessment depends entirely on the 
lack of sharpness of the assessor's psychodynamic eye. The psycho- 
dynamic evidence will now be presented: 


1. Therapy revealed in this man clear signs of an intense anxiety 
about competition and a difficulty in his relation with men in 
general, which might well account for his failure in his chosen job 
and his difficulty in being accepted for a new one. 

2. In his relation with male members of the clinic this difficulty 
was manifested in that (a) he seriously antagonized the psycholo- 
gist, and (b) in his therapeutic sessions he repeatedly could find 
nothing to say, and suffered from severe tension and moments of 
thought block. 

3. The job that he got during treatment was a safe one, in which 
the element of competition was far smaller than in his previously 
chosen career. 

4. Since therapy he has attempted to take a further examination. 
In spite of his high intelligence he failed in a subject in which he 
had specialized knowledge, and when he took the same subject 
again he got so anxious that he walked out. 

5. He admits that he still feels very tense—he is managing in spite 
of this, but under considerable strain. 


1 This is a later follow-up which has become ау; 
and Therapy Form was completed. 
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6. In the presence of the therapist at follow-up he again suffered 
from great tension and moments of thought block. 


It is quite clear that this man, who indeed has done very well in 
the externals of life, suffers from almost as much anxiety about 
competition, achievement, and his relation with men in general 
as he ever did. In other words, the underlying pathological process 
is essentially unchanged. 

This conclusion is not based on any very abstruse psychody- 
namic theory, and when the facts are presented they seem to me 
very compelling; but it may take a knowledge of psychodynamic 
theory to see them in the first place. Yet if they are not seen the 
patient will probably be classed as ‘apparently cured’; whereas if 
they are seen the patient must inevitably be judged dynamically 
to be ‘essentially unchanged’. 

The point that this case illustrates is that, since an independent 
observer has no means of knowing the degree of psychodynamic 
perceptiveness shown by any of the authors whose work has been 
described above, he has no means of knowing the proportion of 
dynamically improved patients in any of the series studied. This 
applies even to the apparently rigorous scales of assessment which 
survey different areas of the patient’s life such as that of Knight, 


used by Wolpe. This scale might be applied to the above patient 
thus: 


Position before Change since 
therapy therapy 

1. Symptoms None No change 
2. Productiveness Severely impaired Marked improvement 
3. Sex Apparently undisturbed No change 
4. Personal Apparently undisturbed No change 

relations 
5. Ability to Apparently undisturbed No change 

handle stress 


The psychodynamic approach, on the other hand, which makes 
as its starting-point an attempt to explain the patient’s presenting 
complaint, enables one to see that in fact: (i) personal relations 
were severely disturbed; (ii) this disturbance was not altered by 
therapy; and (iii) the increase in productiveness was bought at the 
expense of a withdrawal from the anxiety-provoking situation- 
Which authors would see this and which would not? One simply 
cannot tell. This is why (a) the introduction of the psychodynamic 
hypothesis, and (b) the publication of the evidence on which the 
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hypothesis and the final assessment are based, are so essential in 
studying the results of any form of psychotherapy. As far as I 
know, there is no study other than our own in which both these 
principles are recognized. 

This distinction between ‘resolution’ and ‘false solution’ 
introduces a qualitative difference between results which does not 
appear in the published figures. There is, similarly, a quantitative 
difference which is most likely to appear in a comparison of the 
results of brief psychotherapy with those of psycho-analysis. This 
is best illustrated by a psycho-analytic case of Schjelderup's 
(1955). The patient was a woman of 42 who had suffered from 
compulsive doubt affecting almost every thought for twenty-one 
years, accompanied by a feeling of ‘dislike’ which destroyed all 
the pleasure in life. Obviously, if this woman could lose these two 
symptoms and find her whole life becoming more harmonious, 
She might well be classed as ‘apparently cured’, whether the 
assessor were dynamically oriented or not. But suppose—as 
happened in fact—that, in addition to these two changes, she not 
only discovered for the first time in her life the ability to express 
tenderness, but also found that the whole world had become more 
real for her, how is she to be assessed now? There is no category 
higher than ‘apparently cured’ to give her. 

In my 1959 paper I concluded: 


*. .. that studies of treated and untreated patients using crude 
rating scales are of little further value; and that a far greater 
contribution can be made by qualitative studies of even only a 
few patients with a method of assessment based on psycho- 
dynamics.’ 


The present work is an attempt to begin implementing the aspira- 
tions expressed in this paragraph. 

Although the provision of a control series in the present work 
would probably not have been impossible, it would have been 
extremely difficult. One of the main difficulties was this: according 
to our original ideas, the most suitable kind of patient for brief 
psychotherapy was one who had a particular reason to be treated 
now. In fact, at least ten of the twenty-one patients studied fell 
into this category. It would have been ethically difficult to refuse 
such patients treatment; yet if we treated all of them we would not 
have been able to include them in the experimental series because 
there would have been no corresponding controls. In other words, 
there was an intrinsic difficulty in providing controls for the very 
type of patient that we wanted to study. Moreover, we had diffi- 
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culty enough in finding such patients who were also suitable in 
other ways, without having to reject half of them automatically. 

Although, therefore, we failed to overcome the problem of 
controls, we may perhaps claim to have overcome some of the 
other disadvantages of most of the work reported in the literature. 
First, we present in full the case histories of all the patients 
treated, so that independent observers can apply their own 
methods of assessment to them. Second, I think the method of 
assessment itself is an advance on those used previously. And 
third, the care and attention to detail over follow-up are (to my 
knowledge) unparalleled elsewhere, even in the excellent study 
by Schjelderup already mentioned. In other words, the way 1n 
which our work claims to go beyond previous work is that it 
provides a basis for true comparison of results, though it does not 
as yet provide the actual comparison. The question of the validity 
of brief psychotherapy, and of psychotherapy in general, can be 
settled only by a similar and extensive study of the changes that 
take place in patients under different conditions, but especially 
without treatment. This is a major undertaking and an entirely 
different project. 
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The Therapeutic Results and the 
Problem of relating them to other Factors 


DISCUSSION OF THE THERAPEUTIC RESULTS 

In view of the evidence presented above, it is quite possible to 
maintain that the changes that took place in the present series of 
patients were not a consequence of therapy at all. Although, 
strictly speaking—without a study of *controls'—this argument is 
unanswerable, it can be somewhat weakened by showing a 
coincidence in time between therapy and the onset of improvement. 
This applies particularly to brief psychotherapy in chronic cases. 
The clearest example is the Biologist, who had suffered from his 
eating phobia for three and a half years and who lost it perm- 
anently during a course of treatment lasting only five weeks. In 
two other cases: the Neurasthenic's Husband, with whom the 
symptoms had lasted for at least fifteen years and therapy lasted 
for five months; and the Falling Social Worker, with whom the 
corresponding periods were ten years and four months respectively; 
a graph of the severity of disturbances against time would show 
à sudden change in direction towards ‘improvement’ coinciding 
with a point soon after the beginning of therapy, with most 
of the improvement maintained permanently thereafter. In 
fact, of the nine patients judged to have shown worth-while 
‘improvement’, in only one (the Railway Solicitor) did the improve- 
ments fail to begin during therapy or shortly afterwards. | 

In consequence, although the majority of the following studies 
on these patients are based on correlations and therefore include 
no assumption whatever about causality, the implicit assumption 
is always present that the outcome in each case is at least partly 
due to the therapeutic process. But it must always be remembered 
that there is no evidence at all to suggest the extent to which any 
change may have occurred as а result of processes quite inde- 


pendent of therapy. 
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This leads at once to the question of the quality of the improve- 
ments. It must first be recognized that even the best of these 
therapeutic results (with the possible exception of that in the 
Railway Solicitor) are very incomplete. Thus the Neurasthenic's 
Husband is left with a highly unsatisfactory relation with his 
wife, though admittedly this is not entirely under his own control; 
the Biologist still expresses homosexual tendencies in his com- 
pulsive phantasies; the Falling Social Worker still seems to 
suffer from sexual inhibitions; and the Lighterman's position, even 
if his phobias have disappeared, is almost certainly unstable. If 
our results are compared with the best of those reported from f ull- 
scale analysis (in particular those of Schjelderup, 1936 and 1955), 
they can be clearly seen to be inferior. This means that the score of 
3 for outcome, the highest among our patients, is far from the 
highest possible. On this scale Schjelderup's patient mentioned 
on p. 167 above would probably score at least 6. On the other hand, 
it is my opinion that the present results do stand comparison with 
some of the best of those from long-term run-of-the-mill psycho- 
therapy. Here it must be emphasized, of course, that our series of 
patients was very highly selected. 

Our work provides almost conclusive evidence against the con- 
servative view already quoted, that the results of brief psycho- 
therapy are only temporary (Lewis, quoted by Gutheil, 1945). A 
continuous follow-up of three to five years cannot be dismissed 
lightly. In fact, I have myself been surprised at the low relapse rate 
among those patients who were still maintaining improvements 2 
few months after therapy. If the special problem of the Draper's 
Assistant (who was thought to have improved but in fact was 
distorting the truth) is left out of account, the only examples of 
this are the Surgeon's Daughter and the Articled Accountant. 

The other conservative view, that the results are only palliative 
(Rado, quoted by Gutheil, 1945), can only be answered by saying 
that such changes as the ability of the Neurasthenic's Husband to 
assert himself, or the reduction in the ‘splitting’ of men in the 
Falling Social Worker, or the replacement of the compulsive by 
the reparative drive in the Lighterman, consist of improvement 
not merely in ‘symptoms’ but in long-standing neurotic behaviour 
patterns, of a kind which longer and more intensive forms O 
therapy aim to achieve. 

The therapeutic results are very heterogeneous, and thus suggest 
hardly any generalizations at all. But this heterogeneity is itself a 
generalization, confirming the radical conclusions explicitly stated 
by such authors as Pumpian-Mindlin (op. cit. 1953)—that good 
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results can be obtained (i) in a wide variety of cases and (ii) not 
only in cases in which the psychopathology is relatively mild and 
the symptoms are relatively recent. 

In other words, our results may well contradict Hypothesis A, 
which is concerned with selection criteria—the next main subject 
to be discussed. 


THE SCORING OF THE RESULTS FOR 
STATISTICAL PURPOSES 


The distribution of scores on the four-point scale for outcome is 
shown in Table 8. Obviously, the scoring is non-parametric— 


TABLE 8 DISTRIBUTION OF SCORES FOR OUTCOME 


Patient Therapist Score for outcome 


Biologist 

Lighterman 
Neurasthenic's Husband 
Falling Social Worker 
Railway Solicitor 


чә бо Q2 бо ш. 


N 


Girl with the Dreams 


= 


Civil Servant 
Surgeon’s Daughter 
Unsuccessful Accountant 


m m 


Draper’s Assistant 
Storm Lady 

Tom 

Hypertensive Housewife 
Pilot's Wife 

Student Thief 

Paranoid Engineer 
Violet's Mother 
Articled Accountant 
Student's Wife 


cooocoooococoo 


Clown 
Dog Lady 


тш QU"nmnmmUguu» uo» > qQu'tu 


Note: Though the patients are arranged in groups in к, 
favourable outcome, the order within each group is based UP 
irrelevant to outcome. 
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nothing more is implied than that a result which scores 3 is 
‘better’ than one which scores 2 and so on. I consider that the 
scoring of most results is reasonably accurate. I do not believe, for 
instance, that any dynamically oriented observer could possibly 
regard the result in the Civil Servant as in any way comparable 
with that in the Falling Social Worker, in spite of the fact that the 
phobic symptom in the Falling Social Worker remains, whereas 
that in the Civil Servant has completely disappeared. Similar 
considerations apply to any pair of therapies whose scores differ 
by more than one point. There are, however, some doubts about 
the following: 


Patient Score Reason for doubt 
Railway 3 Мо information about the quality of the 
Solicitor relation with his wife. If this is satis- 


factory, perhaps the score should be 4; 
if unsatisfactory, perhaps 2. Improve- 
ment occurred so late after termination 
that perhaps it had nothing at all to do 
with therapy. 


Lighterman 3 Very difficult to assess because of the 
replacement of anxiety attacks by phobias, 
the meaning of which is not clear. 


Girl with 2 A highly intuitive assessment. Perhaps 
the Dreams she should score 1. 


Student Thief 0 Insufficient information owing to failure 
of follow-up. There may have been im- 
portant improvements. The assessment 15 
intuitive. 
The scores for outcome will be regarded as inviolable from 
now on. 


THE RELATION BETWEEN THE CLINICAL AND 
THE STATISTICAL APPROACHES 

The essential advantages of the clinical approach over the purely 
statistical are that (i) it can provide evidence on cause and effect 
(e.g. if a particular interpretation was immediately followed by 2 
given improvement); (ii) it can give different weights to the evidence 
supplied by different individual cases and, above all, can exclude 
(a) those cases that fit in with a given hypothesis but for the wrong 
reasons, and (b) those that fail to fit in with a hypothesis but 
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probably do so only because some other more powerful factor 
was at work. The disadvantage of this is of course that the argu- 
ment can so easily become circular. One can always find a justi- 
fication for explaining away any ‘exception’ if one tries hard 
enough. 

The advantages of the purely statistical approach over the 
clinical are that (i) it combines all the evidence into a single 
quantitative statement; (ii) it can free itself from any danger of 
circular argument; and (iii) it can give a clear figure for the 
probability of obtaining a given result by chance alone. Yet there 
are serious accompanying dangers: (a) the figures may give an 
entirely false appearance of exactness, (b) there may be obvious 
clinical fallacies which have been overlooked, and (c) when the 
numbers are small, one or two *exceptions'—which can easily be 
explained clinically—may completely spoil a correlation which is 
nevertheless quite real. Yet if one starts omitting patients on 
various excuses one can obviously reach any conclusion whatso- 
ever. 

It seems to me that the solution to this dilemma is, if possible, 
to use both approaches successively on the same data. u 

There are two obvious difficulties in applying the statistical 
approach to the present data: (i) Judgements are mostly retro- 
Spective. The only way to overcome this is to set down all the 
evidence on which the judgements are based. (ii) It is necessary to 
avoid the fallacy already mentioned (pp. 16-17) of taking figures 
for the ‘significance’ of individual correlations at their face value, 
when in fact many different correlations have been studied. For 
this reason the word ‘significance’ is used only for its convenience 
and is always put in inverted commas. A figure for the ‘significance 
level’ or the ‘probability’ (always for the two-tailed? test through- 
out the following studies) has to be given, since otherwise correla- 
tion coefficients of intermediate value are meaningless. I wish to 
state once and for all that I do not take these figures literally. And 


finally, the whole theme of this study will be, in the end, that the 

1 In the two-tailed test a positive and a negative correlation are теа ај 
Possible, and the probability is calculated that the correlation eas 
will be numerically equal to or greater than a certain minimum Машо es m 
Positive or negative. In the one-tailed test only positive ог ош л 
correlations are considered. The probability calculated in the two-tat'e ү 
15 twice that in the one-tailed, The two-tailed is thus the more de 2 f 
and it must be used (i) when no firm prediction has been made in a Lares 
Whether the correlation will be positive or negative, ог (ii) when а ze idi 
has been made but the correlation found is of the opposite sign to 
Predicted. 
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cogency of any conclusions drawn from the data is not derived 
from any individual correlation, but from the evidence regarded 
as a whole. 


STATISTICAL METHODS USED 

During several years of studying these data, I have learned much 
not merely about the relation between the clinical and the 
statistical approaches but, simply, about statistics. I have learned 
the hard way and made many mistakes. I should here like to 
acknowledge once more with grateful thanks the constant patience 
shown by Dr. A. R. Jonckheere in advising me on these problems. 

The particular correlation coefficient used throughout the work 
is Kendall’s т (tau) (Kendall, 1955), which may be described thus: 

Let us suppose that a series of individuals can be assigned a 
rank order (without ties) on each of two variables, 4 and B. It is 
now possible to select at random any pair of individuals and to 
record whether or not the member of the pair which is the higher 
in the rank order for А is also the higher in the rank order for В. 
та represents the proportion of the total possible combinations 
Which lie in the same order for the two variables, minus the 
proportion which lie in the opposite order. Since, if N is the total 
number of individuals, the total number of possible pairs is 
XN(N— 1), та is given by the formula: 


руна (No. in same order)— (No. in opposite order) 
IN(N—1) 
or aS. 
1N(N—1) 

Ta has the convenient property, shared by certain other correla- 
tion coefficients, of varying between +1 for perfect positive 
correlation, through 0 for no correlation, to —1 for perfect 
negative correlation. 

When there are ties—to any extent—in either or both rank 
orders, т can still be used, though no score is obtained from pairs 
of individuals which tie on one or other of the rankings. In this 


case the correlation coefficient is represented by т, and is given 
by the formula: 


_ $ 
== ZAN? — 218) 


where t; represents the total number of individuals at each rank 
for variable 4, and и; the corresponding value for variable B. 
(The above formula reduces to that for 7, when there are no ties, 
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since then all values of г; and и; are unity, and 51? = Zu? = N.) 

Where the extent or the distribution of ties is different in the 
two rank orders, however, 7; has two disadvantages: (i) it may not 
be able to attain unity, and therefore (ii) two different but fairly 
close values of 7, may not be comparable, the larger not necessarily 
representing the higher correlation. In these cases only the value 
of p, the probability of attaining or exceeding this value of 7, by 
chance alone, can be used for comparison. These two disad- 
vantages have to be accepted. 

7 has the following advantages for the present study: 


1. It does not depend on the assumption that there is an under- 
lying continuously varying quantity on which the two rank 
orders are based. (This advantage is not shared by the 
Product-Moment Correlation Coefficient.) 

2. It is applicable to any r x s contingency table, where r and 
5 need not be equal and may have any value from two up- 
wards. 

3. Provided that N is greater than 10, the probability (p) of 
attaining or exceeding any given value of та or ть by chance 
alone can be calculated with reasonable accuracy. (T his 
advantage is not shared by Spearman's Rank Correlation 
Coefficient when there is a high proportion of ties in either 
of the two rank orders.) 


DIFFERENT FORMS OF HYPOTHESIS 
This leads at once to the very important question of different 
forms of hypothesis, an exposition of which is essential to clear 
thinking about the present work. The problem which will be 
repeatedly under consideration is the study of some factor X in 
these therapies in relation to outcome. Now a correlation co- 
efficient such as т gives a test of what I call the hypothesis of 
Parallel variation, which takes the form: 


The more a factor X is present, the more favourable does the 
outcome tend to be. 


The implication is, partly, that X is both a necessary and a 
Sufficient condition to success. - 

A limiting case of this kind of hypothesis is t 
of the necessary and sufficient condition: 


hus the hypothesis 


If Y is present outcome tends to be favourable; if X is absent, 


unfavourable. 
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The confirmation of this hypothesis requires that: 


(a) of successful therapies a high proportion contains X, and 
(b) of unsuccessful therapies a high proportion does not 
contain X. 


This is best illustrated by means of the 2 2 contingency table: 


E 
Outcome Present Absent 


Favourable 


Unfavourable 


An exact figure for the probability of a given distribution (the 
Fisher test) can be obtained from tables. 

Now in fact, clinically speaking, it seems highly unlikely that 
any factor would be found which would be both a necessary and a 
sufficient condition to success. There is, then, a third type O 
hypothesis which may be of far more clinical value, the hypothesis 
of the necessary condition, simply: 


X is a necessary condition to success. 
This requires for its confirmation that: 


(a) of the successful therapies a high proportion contains X ; and 

(b) of the therapies that do not contain X a high proportion 15 
unsuccessful; while 7 

(с) therapies that contain X and are yet unsuccessful (those 10 
the bottom left-hand corner of the diagram above) 219 
irrelevant. 


The difference in form between requirements (a) and (b) gives 
the result that this type of hypothesis cannot be tested by any 
correlation coefficient, unless the proportion of cases in the 
bottom left-hand corner happens to be small. In fact, however, 
the correlation coefficient therefore gives a highly conservative 
test for this type of hypothesis—unless the cases in the top right- 
hand corner greatly outnumber those in the bottom left-han 
corner—and will for this reason be used here. It must always be 
remembered that ‘exceptions’ of the ‘X present—failure’ category 
have far less weight than those of the ‘X absent—success cate- 
gory; but at the same time that there must be a reason le 
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proportion of both the categories *X present—success' and 
* Y absent—failure’ to make the test meaningful. 

After this long preliminary, we are in a position to use these 
methods in order to test the first of the classes of actual factor 
represented by X, namely selection criteria. 
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Selection Criteria 


А 


НҮРОТНЕЅЕЅ 
During the preliminary discussion and later work many ideas 
about selection criteria were put forward, mainly by Balint, but 
here consideration will be confined to those on which the evidence 
is fairly clear. 
The two main hypotheses were exactly similar to those found in 
the literature, namely the relatively ‘static’ Hypothesis A: 


That the prognosis is best in mild illnesses of relatively recent 
onset; 


and the more ‘dynamic’ Hypothesis B: 


That the prognosis is best in those patients who show evidence 
from the beginning of a willingness and an ability to work in 
interpretative therapy. 


As discussed on pp. 21 and 26-7, both these hypotheses can be 
broken down into more than one factor, Hypothesis A contains: 


Criterion 1: ‘Mild and circumscribed Psychopathology’ (in 
psycho-analytic terms, particularly ‘genital level’, 
‘three-person’, or ‘Oedipal’ problems; rather than 
‘oral level’, ‘two-person’, ‘primitive’, or ‘deeply 
depressive’ problems). 

Criterion 2: ‘Sound basic personality.’ 

Criterion 3: ‘History of satisfactory personal relationships.’ 

Criterion 4: ‘Recent onset.’ 


An alternative to Criterion 4 is Criterion 5, ‘Propitious moment’: 

a moment in a relatively chronic illness felt to be especially 

favourable because of external or internal factors. An example is 

provided by the Storm Lady who—though she had suffered from 

her symptom for as long as she could Temember—was now 
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pregnant for the first time and felt it was essential to get help 


before she had her baby. 
Hypothesis B also contains more than one factor: 


Criterion 6: ‘High motivation for therapy.’ 
Criterion 7: ‘Good contact with the interviewer and at least 
some response to interpretation.’ 


SELECTION OF PATIENTS 


The requirement for a valid experiment is that the series of 
patients treated should include a sufficient number of patients 
thought to be unsuitable, to act as ‘controls’. If we had been able 
to hold to our original aim of selecting only ‘suitable’ patients, we 
would now be in no position to say very much about selection 
criteria at all. In fact this aim was nullified by an ecological 
process impelled by powerful forces. The two most important 
of these were, first, that apparently suitable patients were very 
much rarer than we had supposed. The vast majority of patients 
referred to the Tavistock Clinic are suffering from chronic 
character problems. The second factor was that when this group 
of enthusiastic therapists was put together with this population of 
patients, the processes of interaction became almost autonomous 
and were far too strong for many of the restraints imposed by 
the purpose of the work. The patient’s desperate need for treat- 
ment (Tom), the interest of the case (Storm Lady), the intense 
relation formed—on both sides—between patient and therapist 
at interview (Paranoid Engineer), the need of a therapist to prove 
himself to the group on his first case (Neurasthenic’s Husband), 
all played their part in selection. The final result was a population 
of patients containing—quite by chance—almost equal numbers 
of patients with a good, an intermediate, and а poor prognosis— 
in fact, exactly what a group of disciplined scientists should have 
provided. (Unfortunately the opinions expressed by different 
members of the Workshop on the same patient are so hetero- 
geneous that I have not found it possible to study the relation 
between implied prognosis and outcome in any convincing way.) 

Yet it is quite essential to emphasize that this series of patients 
still forms a very highly selected population, and some statement 
should be made of the characteristics of this population, as far 

be recognized. 

sa кй ссе for consultation at the Tavistock Clinic 
can really be described as the ‘cream’ of the whole London area 
as far as ‘suitability’ for psychotherapy can be judged at all. This 
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docs not mean that they do not contain members of the ‘working 
class’ or patients of only average intelligence, but it does mean 
that they are weighted in favour of the ‘professional classes’ and 
people with a high capacity for insight. Our own population, 
selected from these, consisted almost entirely of patients of whom 
it could be said: 


1. they were willing and able to explore their feelings; 

2. they were judged to be capable of working within a thera- 
peutic relationship based on interpretation; 

3. by the end of the assessment period, they made us feel that 
we understood the nature of their ‘real’ problems in dynamic 
terms; 

4. with each, therefore, we were able to formulate some kind 
of circumscribed therapeutic plan which—as far as we could 
judge—seemed feasible at the time. 


When the rough scores for individual criteria are inspected, 
certain other characteristics emerge: 


5. fourteen of the nineteen patients in the present study (i.e. 
omitting those for whom the outcome cannot be scored) were 
judged to have been taken on at a ‘propitious moment’ 
(Criterion 5); 


6. twelve of the nineteen were judged to have a ‘sound basic 
personality’ (Criterion 2). 


Finally, though severely ‘ill’ patients were included (e.g. the 
Paranoid Engineer and the Hypertensive Housewife), it is possible 
to imagine patients much more severely ill or much more obviously 
unsuitable who were not included and who certainly would not 
have been considered—psychopaths, frank psychotics, malignant 
hysterics, severely self-destructive characters, or patients likely 
to make a determined attempt at suicide. No patient, for instance, 
had ever—when first accepted—been admitted to hospital because 
of mental illness; and, when accepted, every patient was either at 
work or running a home (the Student’s Wife had been forced by 
her symptoms to leave work, but was still running a home; Tom 
had just left school). Thus, for the following criteria: nature of 
psychopathology (1), response to interpretation (7), and even 
motivation (6), it is variations in the ‘upper’ end of the scale—in 
other words ‘fine’ rather than ‘gross’ effects—that are being 
studied. All these considerations are very important, because they 
mean that our study is almost certainly not comparable with 
many of those listed in Table 3; and therefore, where apparently 
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different conclusions are reached, our conclusions and those of 
other authors do not necessarily conflict. 


STUDY OF THE EVIDENCE ON HYPOTHESIS A 


of the five criteria contained in this hypothesis, only two are 
suitable for study in our data: nature of psychopathology (1), and 
recent onset (4). 


Criterion 1: Nature of. Psychopathology 

The approach used for the study of this criterion will be entirely 
clinical. 

First of all, there were included in this series two patients who 
were known at assessment to be very ill, the Paranoid Engineer 
(latent paranoid psychosis) and the Hypertensive Housewife 
(severe depression). To these should certainly be added Tom, 
whose subsequent history revealed a much more severe illness 
than was originally realized—either an exceptionally crippling 
anxiety-hysteria or else a borderline psychosis; and possibly the 
Storm Lady, who—although a much better preserved personality 
—suffered beneath her lifelong monosymptomatic phobia from 
the kind of phantasies that appear in severe depression. In all 
four of these, brief psychotherapy was à clear-cut failure. 

Yet the next stage of *severity—the complex ог extensive 
character problems, and the symptomatic illnesses masking such 
problems—will be found at once to contain most of our best 
results (four out of five of those that score 3). The most striking 
is of course the Neurasthenic’s Husband. The following are 
quotations from the psychiatrist's and the psychologist's reports 


on this case: 
This man’s masochism . . . his 


Psychiatrist (the therapist): “Th 
impotence and homosexuality, his need to be degraded, suggest a 


massive personality disturbance. This is, however, in contrast 
with his work record, which is progressive, as long as it is done 
under the shelter of a strong organization.’ 
Psychologist: «Мг. X appears to be a bizarre character, possibly 
fairly well stabilized. The anxieties against which he is defending 
himself appear to have a psychotic element and he may become 
much less stable under treatment. 
He is depressed, schizoid, uses mec 
obsessional verbalization. . . =" 
1The report of the psychologist, who was me E qutd 


i rtainly exaggerated; 
is almost ce! у this patient appeared to be. 
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Similarly, on the Biologist: 


Report by interviewing psychiatrist (not а Workshop member): 
*He puts on a very presentable front, behind which in fact very 
much more neurosis exists than might be suspected. He is in fact 
very much more disturbed than appears, but his controlling 
mechanisms are very well developed.’ 


Extract from Discussion: 
Balint: “Hysterical presenting symptom in a mainly obsessional 
character.’ 
Psychologist: ‘With a paranoid element.’ 


And on the Falling Social Worker: 


Extract from Discussion: 

Balint: “By the material, I would say that it might be a very nice 
five-year analysis. It’s not that the woman is not suitable 
for therapy, but whether she is suitable for our kind of 
therapy?” 


Finally, although the Lighterman was felt at discussion to be a 
highly suitable case, he was revealed by therapy to have been 
suffering from severe compulsiveness affecting his whole life for 
many years, and beneath this lay an essentially depressive illness. 

The other patients originally judged to be suffering from 
relatively severe problems or character problems are: the Un- 
successful Accountant (score 1 for outcome); Violet’s Mother 
and the Student’s Wife (score 0). 

At the other end of the scale, those patients who at assessment 
appeared to be not very ‘ill’ and to be suffering from relatively 
‘simple’ ‘Oedipal’ problems provided only one score of 3 for 
outcome (the Railway Solicitor), one score of 2 (the Girl with the 
Dreams), one of 1 (the Civil Servant), and two of 0 (the Draper’s 
Assistant and the Articled Accountant). The Surgeon’s Daughter 
(score 1) should be added to this list because, although at assess- 
ment she appeared to be suffering from a complex illness, in fact 
she was probably one of the least ill of all, and her psychopath- 
ology was relatively simple. The Student Thief (score 0) is omitted, 
since the severity of her psychopathology is still uncertain; and 
the Pilot’s Wife (score 0) also, because of the uncertain mutual 
influence of her psychopathological and endocrine conditions. 

Although the numbers are very small, it will be seen that the 
best therapeutic results tended to come not from the apparently 
mild and simple illnesses, but from those judged to be of inter- 
mediate severity and complexity. In other words, the aspect of 
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Hypothesis A concerned with psychopathology is not confirmed; 
that is, unless the line of demarcation between ‘suitable’ and 
unsuitable’ patients is placed much nearer to the ‘severe’ end of 
the scale than all previous statements of this hypothesis, including 
our own, would predict. 

It should be added that there is one factor not included in the 
original hypotheses which may possibly indicate a bad prognosis. 
This is serious quarrelling between the parents, which may be seen 
from the entries under Home Atmosphere in the Assessment and 
Therapy Forms. It occurred in the case of one patient who scored 
1 for outcome (the Surgeon’s Daughter); three who scored 0 (the 
Storm Lady, the Student Thief, Tom); and the two with no score 
in whom therapy cannot be regarded as having had more than a 
very limited success (the Clown, the Dog Lady). The figures are 
of course too small to be more than suggestive. 


Criterion 4: Recent Onset 
This criterion can be treated by a purely st 
definite figures are available in the clinica 


shown in Table 9. 


atistical method because 
1 notes. The evidence is 


TERION 4: ONSET OF SYMPTOMS—OUTCOME 


General criteria of scoring 
(a) Itis the patient's complaint that is considered. 
The ‘real’ problem is ignored. 


(b) Onset less than 1 year ago: score 2 
1-4 years ago: score 1 
more than 4 years ago: score 0 


Score for Score for 


TABLE 9 CRI 


Rationale for scoring 


Patient outcome onset 
Biologist 3 1 Eating phobia, acute onset, 34 
years. 
Lighterman 3 2 Anxiety, acute onset, 2-3 months. 
Neurasthenic’s 3 0 On the waiting list for psycho- 
Husband analysis 15 years. 
Falling Social 3 0 Phobias, mild 10 years, increasing 
Worker (or 1?) 4 years; recent acute exacerba- 
tion. 


Railway 3 1 Headaches, fairly acute onset, 
Solicitor 24 years. 


The present work 
Table 9—continued 


Score for Score for 


Patient outcome onset Rationale for Scoring 
Girl with 2 2or1 Disturbing dreams, lack of con- 
the Dreams centration, ‘a number of years’; 


acute panic attack, 2 months. 


Civil Servant 1 2 Agoraphobia, eating phobia; 
acute onset, 6 months. 
Surgeon's - 1 2?  Unmarried pregnancy; though 
Daughter she also asked help for ‘back- 


ground problems’, presumably 
of long duration. 


Unsuccessful 1 1 Inability to get a job for 2 years. 
Accountant 


Draper's 0 2 Non-consummation after 7 
Assistant months of marriage. 
* Storm Lady 0 0 Lifelong fear of death; storm 
phobia mainly for 3 years. 
Tom 0 2 Anxiety attacks, acute onset, 4 
weeks. 
Hypertensive 0 1 Depression, 4 years, 
Housewife 
Pilot’s Wife 0 2 Frigidity after 10 months of 
marriage. 
Student Thief 0 lor2 Stealing 1-2 weeks ago admitted; 


Possibly stealing for 1 or 2 


years 
Paranoid 0 0 Homosexual feelings for at least 
Engineer 5 years; gradual onset; recent 
severe exacerbation. 
Violet’s 0 - Patient made no complaints about 
Mother herself. 
Articled 0 2 Acute homosexual breakdown, 8 
Accountant weeks, 
Student’s Wife 0 2 Phobias, acute onset, 11 months. 
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The scoring is deliberately chosen to provide the highest possible 
correlation (e.g. the line of demarcation between a score of 1 and 
a score of 0 is set at four years in order to give a score of 1 rather 
than 0 to two successful cases, the Biologist and the Railway 
Solicitor). Even so, and even if the ‘best’ possible scores are chosen 
where there is some doubt (the Falling Social Worker, 1; the Girl 
with the Dreams, 2; the Student Thief, 1), the value of 7» is slightly 
negative. I can only add that a clinical scrutiny of the figures fails 
to reveal any reason why this purely statistical result should not 
be accepted. 

Finally, a clinical study of a combination of Criteria (1) and (4) 
fails equally to reveal any correlation with successful outcome. 


Summary of Evidence on Hypothesis A 
The evidence from this small population of patients suggests: 


1. That if ‘mildness’ of psychopathology and recent onset of 
symptoms do exert any favourable influence on outcome, then 
t than that of other factors. 


this influence is much less importan 
d ‘extensiveness’ of psycho- 


2. That the point at which ‘severity’ ап 

pathology begin to exert an appreciable unfavourable influence 
lies far nearer to the severe and extensive end of the scale than 
Hypothesis A, as usually stated, would suggest. 


Obviously, the failure of the hypothesis is therapy's gain. 


EVIDENCE ON HYPOTHESIS B 
In view of this result, it is natural to turn to the two criteria of 
interpretation, both of 


Hypothesis B, motivation and response toi 
dent of the psychopathology. Of the 


ut in favour of the second. This is 
rk in interpretative therapy, which 
e to interpretation, was 
regarded as a necessary condition to accepting а patient for 
treatment. The result i f ‘controls’, which 
—however important this criterion may 


quite impossible. А 
d to me, in the co 


It has always seeme urse of several years of 


study, that the one remaining criterion, motivation, offered the 
only hope of being of value. The way of presenting the evidence 
for this, and the exact form of the hypothesis put forward, have 

cause of the discovery 


h several different stages. Be c 
retis e, the original hypothesis has had to be 


of some contrary evidenc 


modified. 
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It is first necessary to consider exactly what is meant by motiva- 
tion. The obvious aspect of motivation which is likely to come to 
mind is simply the strength of the wish to come for treatment; but 
further thought will show that this can be only a part of what is 
important—clearly the patient must also want the kind of treat- 
ment that he is being offered. Now, in our kind of approach, it 
will be made fairly plain to him at consultation that what he will 
be offered is insight, and that if he is asking for something else he 
will not receive it. His true motivation will then be shown in 
whether he still wants to come and whether it is really insight that 
he is seeking. This latter aspect of motivation was embodied in 
one of Balint’s criteria, that ‘the therapist’s and patient's aims 
must be the same’. 

There is, however, a serious difficulty here. A phenomenon 
universally experienced in dynamic therapy is resistance. This 
means that every patient's motivation for insight, and many 
patients’ motivation to come, are ambivalent, containing both a 
positive and a negative component. Moreover, marked fluctuations 
in motivation occur regularly in therapy, especially during the 
initial stages. In fact, in all but three of the patients in the present 
series, evidence for both components of motivation can be found. 
Now presumably the aspect of motivation requiring study is the 
balance between the two. But this is extremely difficult to judge 
even prospectively, and it is almost impossible to keep retrospec- 
tive judgements free of contamination by knowledge of the out- 
come. Consequently no formal scoring is possible; though quite 
convincing (if rather complicated) evidence, based entirely on the 
written records, can nevertheless be presented. 

Since it has become clear that the same tendencies are present 
in the next series of patients treated, and since unequivocal evidence 
for motivation can be obtained in only a certain proportion of 
either series, I have combined the two, adding nine patients from 
the second series (out of fifteen) in whom reasonably certain 
judgements of outcome can be made. The main fluctuations in 
motivation seem to occur during the first four or five sessions; and 
for the present purposes this is taken as the ‘initial period’ of 
therapy, during which the evidence for motivation in these patients 
will be studied. 

Now it is probably true that, although there were a number of 
patients with high motivation who scored 0 for outcome, the data 
(statistically) support the hypothesis of parallel variation—the 
higher the motivation the better the outcome. Nevertheless, since 
reliable scoring is quite impossible, a less exacting hypothesis will 
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be put forward, and this will be supported by evidence only from 
two extreme ends of the scale—namely from those patients who 
scored 3 for outcome and from those who had in my judgement 
the lowest motivation. These are the patients most relevant to the 
hypothesis that ‘high motivation is a necessary condition to a 
score of 3 for outcome". 

For clarity, the evidence will be summarized before being 
presented in detail. 

Of the seven patients (five in the present series; two in the second) 


who scored 3 for outcome: 


(a) One (the Falling Social Worker) showed a high positive com- 
СЕ of motivation without any evidence for a negative com- 
onent. 


(b) Two (the Lighterman and Mr. M) showed a high initial 
motivation with a temporary decrease in session 4. 


(c) Two (the Biologist and Mrs. Cj) showed a low initial motiva- 
tion with an immediate increase after their first experience of an 


interpretative situation. 


(d) One (the Neurasthenic's Husband) showed an exceptionally 
high motivation before interview; but at interview and for several 
sessions afterwards showed a distaste for painful interpretations, 


and failed to attend on one occasion (session 4). 


(e) One (the Railway Solicitor) was judged by the therapist to have 
howed no actual distaste 


a high initial motivation; but, though he s 8 
for insight, he provided evidence later that he might really be 


seeking something else. 
that four of the above 


(f) A complication in the evidence is 

patients (the Lighterman, Mr. M, the Neurasthenic’s Husband, 
and the Railway Solicitor) showed a clear temporary decrease in 
motivation in session 4 or 5. 


Although the evidence for high motiv 
is thus by no means unequivocal, at leas 
be found (four in the present series; thre 
the balance of motivation seems to have been considerably lower 
even than in the Neurasthenic's Husband and the Railway 
Solicitor; and of these Seven six scored 0 for outcome. This 
balance of motivation can be brought out very clearly by a com- 
parison of the patients’ actual behaviour. Thus it is clear that a 
patient who is at least willing to give treatment a trial and is 
asking for help for himself (as f all the above patients) 


ation in the above patients 
t seven other patients can 
е in the second) in whom 


was true О 
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must probably be judged to have a higher motivation than one 
who spends four or five sessions wondering whether to come or 
not (Mr. Yı, Mr. Jj), or than one who comes asking for advice 
about her family and shows a persistent distaste for examining 
her own problems at all (Violet's Mother); and also that one who 
simply misses one weekly session (the Neurasthenic's Husband) 
must be judged to have a higher motivation than one who stays 
away for six months (the Pilot's Wife), or for six weeks and then 
has to be sent back (the Student Thief), or than one who breaks off 
treatment altogether (Tom, Mr. Ү,). 
The detailed evidence will now be presented: 


Patients who scored 3 for outcome 


(a) The Biologist. This patient showed unequivocal evidence for 
fairly high motivation to come in that, having asked for an 
appointment to be given to him after his return from holiday, he 
waited for three weeks without hearing, and then wrote: ‘I am 
surprised not to have had another letter from you. . . . I should be 
most grateful if you could arrange another consultation at your 
earliest convenience.’ Some doubt can be cast on this, however, 
because there were external reasons for his seeking an appoint- 
ment soon, since he probably knew by that time that he had only 
a few more months in London. 

His original motivation for insight was low. In his Rorschach 
interview he told the psychologist that he remained to be con- 
vinced that his problem was psychological. The psychologist did 
some interpretative work, and the opening words of the report on 
session 1 are: “Не has come to the view that his problems are 
psychological.” He then almost at once plunged into what seemed 
to be the heart of his problem, namely his relations with men. 


Summary: Objective evidence for fairly high motivation to come 


and for a marked increase in motivation for insight after his first 
contact with interpretations. 


(b) The Lighterman. Here the written evidence is rather indirect 
and not entirely satisfactory, but it fits in with the therapist’s 
retrospective judgement of high motivation. The patient's fairly 
high motivation to come is indicated by the fact that since he was 
in a crisis the therapist offered him the first four appointments 
within seven days, and he came willingly to all of these. His high 
motivation for insight is suggested by the fact that although he had 
had no previous contact with psychological thinking he was 
188 


Selection criteria 


already working out interpretations for himself in session 2. There 
was a moment of flagging motivation in session 4, when he seemed 
to be saying that he would be glad to be released from the treat- 
ment, and in fact he decided to try to manage on his own for a 
fortnight. But in session 5 he clearly seemed “о be asking fora 
further interpretation’ and intense therapy began again. 


Summary: Indirect evidence for high motivation both to come and 
or insight, though with a moment of flagging motivation in 
session 4. 


(c) The Neurasthenic’s Husband. The way in which this patient 
obtained treatment gives unequivocal evidence of, initially, an 
extremely high positive component of motivation both to come 
and for insight. He had been on the waiting list of psycho-analysis 
for fifteen years without being offered a vacancy. He finally wrote 
a letter to the clinic, from which the following is an extract: ‘An 
urge has come over me to throw away what is useless [in the house] 
- .. to let the air and light іп... this urge must be complementary 
to my wish to clean up the dark corners of my own soul...Iam 
stressing, perhaps overstressing, the hopefulness of this moment, 
but I cannot overstate the case for the urgency.’ 

As soon as he was subjected to interpretation, however, the 
negative component of his motivation was revealed as also very 
strong. The therapist wrote *. . . but if I interrupted and touched 
on some difficult topic he either nodded his head in masochistic 


agreement, or said I was quite wrong and went on with his story.’ 
{ very sincere’ after session 


He was described by the therapist as ‘no e 0 
3; and finally he failed to attend for session 4, which the therapist 
attributed to the fact that in session 3 the difficult subject of anger 


had been touched on. He came back the next week and therapy 
was resumed. 


Summary: Objective evidence that | 
for insight were at first extremely high, b 
low level in face of painful interpretations. 


(4) The Falling Social Worker. Here there are two clinical judge- 
ments of high motivation. (i) The psychiatric social worker wrote: 
that she had sought psychiatric help of 


*[She] left me in no doubt ich could 
her own accord, feeling it to be thé only treatment which cou 

help her.’ (ii) After session 1 the therapist wrote: ‘She weed 
me to have a fair capacity for response to interpretation and à 


strong drive towards recovery.” 
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After interpretations in session 1, this patient succeeded in 
telling the therapist some things of which she was ashamed, and 
which she had not dared to tell her previous therapist during 
therapeutic contact lasting a total of three years. 

This is one of the very few patients in whom no evidence for a 
negative component of motivation can be found. 


Summary: Evidence, based on judgements made at the time, for 
high motivation for therapy; with some objective evidence of 
ability to face painful feelings. No evidence for a negative com- 
ponent to motivation. 


(e) The Railway Solicitor. Of these seven patients who scored 3 
for outcome, the evidence for motivation is most doubtful in this 
patient. The therapist wrote after session 1: *. . . he shows a con- 
siderable capacity for insight . . . and a strong desire to get well, 
which, however, might lead him into a flight into health very 
quickly. At discussion the Workshop was divided about his 
motivation. Balint said (with reference to his motivation for in- 
sight) that ‘everything the interviewer said was taken seriously’; 
while Main (with reference to his motivation to come) questioned 
whether he had been pushed into therapy by the referring psy- 
chiatrist. 

Later evidence suggested that it might be something other than 
insight that he was seeking. The following is from the therapist’s 
remarks at discussion after session 4: ‘The most important part 
of all the sessions occurs in the last two minutes. During the 
course of the session he asks me questions and I try to deal with 
what it means, and he rather glibly picks up what I am saying. At 
the end he says, “By the way, doctor, about the questions I asked 
you, would you give me an answer” . . - I don't really feel my 
interpretations go home in terms of his doing any work. ... The 
whole forty-five minutes of the Session he is playing with me until 
the last minutes when he wants to get something.’ The therapist's 
prediction of an attempted flight into health was in fact con- 
firmed in session 5, in which the patient said he was very pleased 
with his progress and felt he could leave treatment in a week or 
two. The hypomanic element in this became clear in session 6. 


Summary: Explicit judgement made by therapist after session 1 of 
high motivation both to come and for insight; but this contradicted 
by objective evidence that he was seeking something other than 
insight. 
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(f) Mrs. C, (score for outcome probably 3). This patient's initial 
motivation was low, as is shown by the fact that she had been 
advised to seek psychotherapy for her frigidity but had delayed 
for a year before doing so. 

When she was finally seen for consultation the interviewer 
wrote that a particular interpretation *made a considerable 
impression on her . . . and from then on we went immediately 
over to possible therapeutic help'. Thereafter, all the evidence 
indicated that her motivation was strong. The psychologist who 
saw her next wrote: ‘She earnestly wants help and is able to make 
use of a [therapeutic] relationship.’ There was then a delay of 
one month before interview and test came to discussion, from 
which the following is an extract: ‘Mrs. Balint is impressed by the 
fact that the woman is keen for treatment and has rung up since 
[her initial interview] asking when it will begin.’ 

There is no contrary evidence. 


Summary: Objective evidence for initially low motivation, changing 
to uniformly high motivation after a single interpretative inter- 
view. 


(g) Mr. M (score for outcome definitely 3). This patient’s high 
motivation to come was shown by his saying at interview that 
‘when he got the original letter from us saying that there might be 
a long delay before he could be seen he had got very depressed, 
and when he had got the letter mentioning the present appoint- 
ment his depression had got much better’. 
He was next seen for a projection test. The same day he wrote 
a long letter to the original interviewer, consisting шуо p 
associations, and describing a number of things that he had fel 
in the test but had not been able to bring himself to say. In other 
words, he tried to start therapy before he had yet been taken on. 
He did, however, show a marked flagging of motivation in 5 
later session (по. 4) in which ће said that: *. . - he had € Ше 
been wondering about the future and whether he wante : s 
where he was or go wandering.’ He made a clear respone Oi 
interpretation that he wanted to break off relationships, inc mid 
that with the therapist, as soon as something started to Lien is 
This in fact was his central problem appearing т the transfe А 


nce for high initi п 
le interpretative interview, 


А ivation, in- 
Summary: Objective evide al mot rise ка 
Creasing further after a sing! 
fall in motivation in session 4. 
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Patients who showed the lowest motivation 


(a) Mr. Y, (score 1-2 for outcome). This patient revealed a remark- 
able ambivalence in his motivation. He repeatedly showed re- 
Iuctance to accept treatment, but the moment he was faced with 
the prospect of not coming he would start to communicate about 
the centre of his problem. This happened in sessions 1, 2, and 5, 
and the therapist was consequently unable to lay down a pro- 
gramme for therapy till session 5. In this session, in fact, the 
therapist at first more or less agreed to let the patient terminate, 
but ‘the moment this was agreed he started to communicate and 


the session ended up by being unquestionably the most important 
so far’. 


Summary: Prolonged hesitation about accepting treatment, 
though with evidence for a strong positive as well as a strong 
negative component of motivation. According to my judgement 


this patient showed on balance a higher motivation than any of 
the six that follow. 


(b) Tom (score 0 for outcome). This boy's initial motivation to come 
was extremely high, as is shown by the following from session 2: 
‘I [therapist] remark on his glancing at the clock as a wish that 
the session would end so that we would not have to examine these 
upsetting things any further.’ [Patient] ‘Not at all; I have put 
everything into treatment here. . . . Got to get to work in a weeX 
or so; there is not much time to get better. Need help very much. 
| Yet it was also clear from the beginning that his motivation for 
insight was ambivalent. The interviewer wrote: "Tom's emotion 
attitude to his symptoms varies between feeling that they might 
be bound up with emotional problems and falling back on the 
defence that they are purely physical.’ The negative component in 
his motivation had completely got the upper hand by session 4, 
in which Tom reported that he had solved his problem by going (0 
live with his stepmother: ‘I [therapist] . . . try to get him to look 
more closely at his feelings about father. He remains obstinate» 
saying that he has gone to live with mother to get himself well, 
and he will never get well if he keeps on thinking about all these 
problems. Nothing I could do could produce any change- He 
then broke off treatment and refused to return. 


Summary: Evidence for very high motivation to come but 
ambivalent motivation for insight; motivation decreasing to 7219 
after 4 sessions, so that patient breaks off treatment. 
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(c) The Pilot's Wife (score 0 for outcome). This patient's behaviour 
at first showed that her overall motivation to come, though ambi- 
valent, was fairly high. A condensed quotation from the report on 
the initial interview is as follows: ‘The ambivalence came out 
fairly strongly in favour of treatment. She said she did not believe 
in psychiatry, but if I felt I could help her she would come. It 
appeared that she was willing to take some trouble to come—she 
was going to a new job, but she felt she would be able to give up 
her lunch hour or come here at 9 o'clock in the morning so that 
she did not lose very much time. When asked if she wanted to 
make a definite appointment she said yes. This wish for treatment 
is in her favour." 

The remark about ‘not believing in psychiatry" suggests that 
her motivation for insight was not very high, and this was con- 
firmed when in session 2 she proceeded to do nothing but make 
polite conversation, and got resentful when this was pointed out. 

Then: *Five minutes before session 3 she rang up and said that 
her husband had got into trouble and she would have to jump on 
the nearest train. I [therapist asked if she wanted another appoint- 
ment but she said could we leave it.’ А 

Nothing further was heard for six months, when the referring 
doctor wrote to the therapist asking if she could be given another 
appointment. The patient wrote that her husband's trouble had 
been cleared up seven weeks ago ‘but, after such a long pause, 1 
felt too embarrassed to approach you. So I waited until my annual 
check-up at the local family planning clinic in order to explain 
my predicament [to the referring doctor]. ... І am anxious to 


undergo treatment if possible." P 

In fact, from then on, there was no doubt of her strong motiva- 
tion to come; and, against great resistance, of her motivation for 
insight. 


Summary: Ambivalent, giving at first objectivi 
motivation to come; and then objective evidence О 


motivation; finally high motivation once more. 


Th i 0 for outcome). This patient was sent 
sate ja she had admitted to two thefts, 


for treatment er matron 
and this d. of referral must at once cast doubt on 2 E 
motivation. She arrived fifteen minutes late for her fes aid: She 
ment at the clinic. The psychologist, wine” edem so much.’ 
can hardly wait to see the therapist again, ече li d he didn't 
However, when she was seen in fact, she "impie Р 
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really want to come’ for treatment, though she also ‘jumped аб an 
appointment offered for three weeks ahead. In fact she failed to 
attend for this appointment, and when asked about this later she 
said that she had not felt ‘composed enough’ to come, after her 
fiancé’s departure abroad. She was not heard from again for 
another three weeks, after which she was once more sent for 
treatment by her matron because of the discovery of two further 
thefts. Her motivation continued ambivalent—although she 
seemed deeply involved in therapy and said she could not manage 
without it, she repeatedly arrived late for sessions (once by as 
much as forty minutes) without apology. 


Summary: Much objective evidence for low motivation, including 
considerable acting out over appointments. 


(e) Violet’s Mother (score 0 for outcome). There is abundant 
evidence in the clinical notes that this patient wanted a number of 
things from the therapist which did not include insight into her 
own problems. In session 1: ‘For the first threequarters of an 
hour she insisted on talking about [her family's] problems en- 
tirely.” The therapist eventually made contact with her own un- 
happiness and she asked if she could come back. Nevertheless in 
session 2 it seemed that what she wanted was ‘guidance and 
support’ (therapist’s words); in session 3 ‘instruction’ (patient’s 
word); in session 4: ‘The essential point of this session was the 
divergence of what she and I wanted from the treatment. It was 
quite clear that she wanted definite instruction about how she 
could handle the situation at home.’ 

Even her motivation to come was low, e.g. between sessions 2 
and 3 she said (on 11 December) ‘that she had not felt very well 


after the last interview . . . so could she put off seeing me until 
after Christmas’. 


Summary: Abundant objective evidence of very low motivation 
for insight and low motivation to come. 


(f) Mr. Ј, (score 0 for outcome, follow-up 15 months). This patient 
had а ‘black-out’ after an emotional crisis with his fiancée, and 
was advised to seek treatment by his fiancée and by the casualty 
officer who saw him. As might be expected from this way of 
coming for treatment, his own motivation was at first very low; 
and he hesitated for several sessions before finally accepting treat- 
ment. One of his defences was to try to concentrate on his fiancée's 
difficulties rather than on his own. This appeared in session 2, 
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in which ‘he did not seem to be asking for more help’, but ‘asked 
if it would be possible for his fiancée to see someone’; in session 3, 
‘whenever I tried to talk about him his associations quickly 
veered away to talking about his fiancée and her contribution to 
the present troubles’; and in session 4, ‘I pointed out to him that 
he seemed quite willing to look at his fiancée's difficulties rather 
than his own’. It was only in sessions 4 and 5 that any real contact 
could be made with his feelings, and a programme for therapy 
could not be laid down till the end of session 5. 


Summary: Extensive objective evidence for low motivation both 
to come and for insight. 


(в) Mr. У, (assumed score 0, no follow-up). This patient had a 
consultation with a non- Workshop psychiatrist and a test with a 
Workshop psychologist, and was then seen by the therapist, who 
reported as follows: ‘There seems to be no urgency about his 
problem but instead he is seeking for information about what 
sort of treatment he will get. Talk treatment (?). Hypnosis (?). 
He seems to be seeking the latter.’ The report on session 2 states: 
*He wanted me to cure him by magic and did not accept the 
discussion or take part in it.’ 
After session 3 he wrote asking if further sessions could be 
postponed, and saying that nothing seemed to have been achieved. 
‘I confess I am sometimes a little bored. This is why I think a 
rest would be useful.' He promised to get in touch with the therapist 
in the future but has not done so. There was no evidence for any 
improvement. 
ow motivation for insight from the beginning; 


Summary: Very 1 : 
fter session 3. 


motivation to come fell to zero à 


d by these fourteen 


Various aspects of the evidence provide t 
now be summarized 


patients (out of a total of twenty-eight) may 

and discussed: 

1. At least six out of seven (86 per cent) of the patients who 

scored 3 for outcome (the possible exception being the Railway 

Solicitor) showed either (a) a Very high initial positive component 
insight, or (b) a marked 


of motivation both to come and for i ( E 
increase in motivation in response to their first experience о inter- 


pretative therapy. 
per cent) who, according to 


2. The six patients (out of fifteen, 40 , accordi 
my е т on balance the lowest motivation ш the 
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two series combined, a// scored 0 for outcome. None of these six 


patients showed a high positive component of motivation for 
insight. 


3. The aspect of motivation that may turn out to be the most 
reliable indicator of a poor prognosis is acting out over appoint- 
ments—obviously, if it results in breaking off treatment (Tom, 
Mr. Yə); or if it is shown in the missing of a session (the Pilot's 
Wife, the Student Thief), or in the postponement of a session 
(Violet's Mother). The only patient who scored 3 and behaved thus 
was the Neurasthenic's Husband (who missed session 4), and in 
him the positive component of motivation was exceptionally high. 
Two other patients (the Dog Lady and Miss T), who have been 
omitted because of uncertainty in the therapeutic result, showed 
the most persistent acting out of all. In both of these it is doubtful 
if the improvement observed qualifies for a score as high as 1. It 
should be added that the Student Thief (score 0) arrived late (by a 
quarter of an hour) for her initial appointment at the clinic; and 
two other patients who scored 0 but were not included in the above 
evidence did the same, namely the Draper's Assistant (quarter of 
an hour) and Mr. W (twenty-five minutes). There is no record 
that any of the other patients did so. The Draper's Assistant also 
lost the letter offering her the appointment for her first therapeutic 
session, and only rang up at the last moment to say that she would 
come. One patient who scored 2 (Mr. C,) came ten minutes late to 
sessions 3 and 4. (Cancellation of sessions for reasons presumably 
beyond the patient's control is not included here.) 


4. The remarkable prevalence of a decrease in motivation in 


sessions 3 to 5, not only in patients who scored 0 for outcome but 


also in those who scored 3, is of great interest. This is summarized 
in Table 10 on page 197. 


To this list should be added the A. 
whose initial motivation seemed to be extremely high, but who 
admitted in session 3 that *He did not want to go on, and really 
wanted to forget the whole thing'; and Mr. C, (score 2) who, as 
already mentioned, came late for sessions 3 and 4. 

This phenomenon was noted by Vosburg (1958) in a study of 
the case notes of therapies conducted by psychiatric residents: 


rticled Accountant (score 0) 


‘Tn the first three hours [i.e. interviews], an initial history of the 
patient is taken, and the patient invariably reacts to his dis- 
closures with strong feelings. Apparently because of these 
feelings, two-thirds of the patients either cancel or are late 
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TABLE 10 EVIDENCE FOR EARLY DECREASE IN MOTIVATION 


Evidence for 
Patient Outcome decrease in Session 
motivation no. 
Lighterman 3 Triesto manageonhisown. 4 
Neurasthenic's 3 Fails to attend. 4 
Husband 

Railway Solicitor 3 Attempts flight into 5 
health. 

Mr.M 3 Would ‘like to go wander- 4 
ing again’. 

Tom 0 Breaks off treatment. 4 

Pilot's Wife 0 Postpones treatment for 3 
six months. 

Student Thief 0 Fails to attend; stays away 3 
three further weeks. 

Violet's Mother 0 Postpones session for 3 
three weeks. 

Mr. Y, 0 Breaks off treatment. 3 

ment 


about the third interview. It would seem that this develop 


is an initial crisis of psychotherapy.” 


It is possible that the characteristics of 
tion may have prognostic value, since in our cases that ај nd 0 
for outcome it tended on the whole to occur from an s y m 
motivation, more markedly, and earlier than in those 


Scored 3. " 
5. It is worth adding some marginal evidence from Re t 
the Paranoid Engineer. He probably had the highest mo pen d that 
all these patients—he was living on a Very low salary es is pee 
he had saved just £50 and wanted to spend it on 25 sat his 
was no evidence whatsoever for a negative compon пне 
motivation. Although the immediate outcome in Ба im 
failure to terminate, the final outcome of some Se 
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during three years certainly merits a score of 3—and this in spite 
of the fact that this patient, being a borderline psychotic, was 
almost certainly the most severely ill in the two series combined. 


The foregoing evidence will thus be seen to support (statistically 
rather than absolutely) the following hypotheses, which apply to 
the ‘initial period’ of therapy—here taken to be the first four or 
five sessions: 


1. That a high initial positive component of motivation both to 
come and for insight, or a marked increase in motivation following 


exposure to an interpretative situation, is a necessary condition to 
a score of 3 for outcome. 


2. That a very low motivation, or a further decrease from an 


initially low motivation, especially if indicated by acting out over 
appointments, predicts a score of 0 for outcome. 


3. On the other hand, that an early decrease from an initially high 
motivation—even if marked—is quite compatible with a score of 
3 for outcome. 


The clinical meaning of 2 and 3 is presumably that, whereas 
resistance is almost inevitable, only a high underlying motivation 
will carry a patient successfully through it. 

It will also be clear that in these hypotheses the two criteria of 
Hypothesis B are combined—in that emphasis is laid not only on 
motivation itself, but also on the changes in motivation that 
occur in response to interpretation. 

Since further suggestions about selection criteria are put for- 
ward on pp. 213 and 276-7 below, further discussion of the 
practical and theoretical consequences of these hypotheses will be 
postponed till Chapter 13. 

Finally, it is worth while quoting from a paper by Freud on the 
technique of psycho-analysis, which was published in 1913: 


“Опе must distrust all prospective patients who want to make a 
delay before beginning their treatment. Experience shows that 
when the time agreed upon has arrived they fail to put in an 
appearance, even though the motive for the delay . . . seems to 
the uninitiated to be above suspicion." 


This is perhaps the earliest recorded statement about the relation 
between motivation and prognosis. Further evidence will be put 
forward later to illustrate apparent confirmation in our work of 
principles long accepted in psycho-analysis. 
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СНАРТЕК 10 


Тһе General Characteristics of these Therapies 
with Special Reference to Technique 


ccelo cc mue gigi 


THE ECOLOGICAL VIEW 
As has already been emphasized (pp. 41 and 179 above), this 
Whole research can be regarded as à natural experiment on the 
interaction between a population of patients on the one hand, and 
a number of psycho-analysts working in a group on the other, in 
Which the latter’s training, way of working, and interrelations 
almost certainly played a major part. This interaction is highly 
relevant to many aspects of our work—for instance, it was shown 
on p. 179 above to have had an all-important effect upon the 
characteristics of the patients under study; and on p. 274 below it 


will form an important step in the interpretation of some of the 
evidence and in drawing the whole work together. For present 
ill be used to shed light not only on 


purposes this point of view W 
also on some of the 


the characteristics of these therapies, but : 
problems which are raised by the history of psycho-analysis and 


which have already been considered in Chapter 2, 


RAPID AND INEVITABLE DEVELOPMENT OF 


TRANSFERENCE 


One of the first important lessons that we 
certain cases it is quite impossible to avoid th 
powerful transference feelings—even, sometimes, , 
earliest stage of the patient's contact with the clinica 
The clearest example of this is a patient (the Student 
included in the present series because she Was repo 
Workshop in retrospect and largely from memory: 
This hysterical girl of 19, at interview and in two Has n 
sessions, was both apprehensive and edu mt the themes 
questions by trying to interview the therapist. One 
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of her questions was what psychiatrists did to patients. At one 
point in session 2 she said ‘This interview is quite different from 
what I expected when I talked to my friends about it', and she 
seemed to be implying that she consented to come only in order 
to be able to tell her friends what a psychiatric interview was 
like. The therapist managed to control his rising temper, and 
in the next session finally interpreted that she had been trying 
to make him angry, with which she at once agreed. He then 
suggested that perhaps she did something similar to her boy 
friend—tried to tantalize him so that he would lose his temper 
with her. She said yes. She said that she had had all sorts of 
phantasies about the interview—that the psychiatrist would 
have strange machines and peculiar tests and do horrible things 
to her. The therapist did not openly relate this to sexuality, but 
there followed a discussion of her conflict about whether or not 
to have intercourse with her boy friend. The tense situation was 
completely resolved, and she eventually said that she thought she 
had been understood and did not need to come any more. 


This example has been chosen because it provides clear evidence 


that the patient had developed a definite transference (almost 
certainly connected with her anxieties about sex) in phantasy 
before ever she arrived at the clinic; and thus that even if the 
interviewer's behaviour may in some way have intensified this 
transference, nothing in his behaviour could possibly have brought 
it on in the first place. 

Although there was no case as striking as this in the series under 
study here, there were many examples of patients whose transfer- 
ence feelings developed very early (see, for instance, the Lighter- 
шап), including some whose problems were such as to be activated 
almost automatically by the clinical situation: 

The Pilot's Wife. The interviewer's written report opens as follows: 
"Apparently when she arrived . . . and heard that she was going to 
see a man doctor she flatly refused . . . but when told that she 
would have to wait a fortnight before an appointment could be 


made with a woman psychiatrist . . . she eventually came up to 
see me." 


Almost the whole of the first half of therapy was taken up with 
her need to frustrate the male therapist, and with the link between 
this and her frigidity. 

The Dog Lady. This patient, one of whose main problems was her 

intolerance of anger, tried to arrange her whole life so that people 

Were nice and kind to her and she did not have to be angry. The 
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interviewer, who knew that he would not be able to treat her 
himself, was deliberately rather distant and objective in order 
not to become too deeply involved with her. The third sentence 
of the therapist's written account of his first session with her 
reads: *When I asked her why she felt like this she very quickly 
began talking about her interview with Dr. X. She said that she 
felt that he was cold. She had to have people be especially nice to 
her and this niceness must of course be sincere. . . . 


This rapid and inevitable development of transference is 
something that is little discussed in the literature, and that we there- 
fore had to discover for ourselves. It is implied in some of 
Alexander and French’s case histories (e.g. Case B, already 
quoted); but, so far as I know, is openly discussed only by 
Vosburg (op. cit. 1958) in his study of the case notes of therapies 
conducted by psychiatric residents: 


*In the first three hours, an initial history of the patient is 
taken, and the patient invariably reacts to his disclosures with 
strong feelings. . . . Over the next several interviews . . . the 
material is distinguished from the opening hours... by the fact 
that the physician tends to become the object of the patient's 
feelings.’ 


This study of Vosburg’s confirms several of our own observations 
(e.g. those on motivation already discussed, pp. 196-7), and 
Vosburg’s whole idea of making a study of case histories will be 
used to introduce a study of my own in Chapter 12. 
INEVITABLE DEVELOPMENT OF TRANSFERENCE 
INTERPRETATIONS 

One of the clearest examples of the powerful forces developed on 
both sides by the interaction between these patients and the 
Workshop was the way in which our original fear of making 
transference interpretations (particularly prominent In myself) 
was ignored almost as soon as the work was started. Thus, 
parallel with the inevitability of transference In the patients was 
the inevitability of transference interpretation by the therapists. 
This may be illustrated by the following quotations from the 


Storm Lady: 
Discussion after initial interview: 


Malan: ‘The moment the transference gets more important than 
reality you have “had it”. If you can do anything before 


that point you may get there.’ 
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Discussion after session 3: ни 
(Therapist describes his technique of interpreting the associations 
to Rorschach cards.) 

Therapist: ‘It arose from our discussion . . . that if one got 
involved in transference with this woman it would 
become a long-term case . . . when I interpret the 
material to her I interpret it in relation to the card and 
not at all to me.’ 


(Therapist now reports the material of sessions 2 and 3.) 
Malan: ‘Because you deliberately were unable to talk about the 
transference there was very little in the session. . . .’ 
Mrs. Balint: ‘I cannot see how you can get on without making a 
transference interpretation.’ 


The result of this discussion was that of twenty-four interpreta- 
tions recorded in the next session, eight referred to the trans- 
ference; and one of these was that the patient felt as if she had been 
raped by the therapist, to which there was a dramatic positive 
response. 

The important transference interpretation in session 3 of the 
Lighterman was the result of a similar discussion (see Assessment 


» the transference first caused a 


which could only be—or, 
at any rate, could be—removed by inte 


a major part in interpretations throu 
therapy. In these cases it is diffic 
transference interpretation could 
than permanent deadlock. It woul 
how this observation fits in with 
p. 32 above)—which I do not disbeli 

therapy the transference rarely causes any difficulty. 


elements (except 
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very little else; and this in turn led to an ever more radical quality 
in therapy and in the hypotheses made about it. 

We soon found, for instance, that any qualms we may have 
had about giving apparently disturbing interpretations were 
largely groundless. This does not mean that we practised a sort of 
‘wild analysis’, flinging guesses about the patient's psychopath- 
ology in his face at the first opportunity, so to speak. On the 
contrary, we always first prepared the ground well by partial 
interpretations, gauging in this way not only what interpretations 
were correct but how much the patient could bear. Thus, when the 
time came, these disturbing interpretations could be made without 
fear or circumlocution, and almost always with the result not of 
increasing the patient’s anxiety but of giving relief. When I was 
a casualty officer I once gave an ill-considered interpretation 
about death wishes to a patient in the first interview, and I now 
carry with me the chastening and guilt-laden memory of how he 
returned a few days later in a frankly psychotic state. Similarly, 
Alexander and French (op. cit. 1946) quote a сазе of a young man 
(Case T) who, after receiving interpretations about an Oedipal 
dream in the second session, developed paranoid delusions—and 
the situation was saved only by a very skilful intervention by the 
therapist in session 3. There were no such unfortunate results in 
the present work—even with the Paranoid Engineer there could 
be open talk about his wanting to burn his penis with a red-hot 
iron, or cause his father to be electrocuted. At the end of the 
session in which these themes were discussed the patient said that 
‘he felt we had made more progress . . - than in the ten previous 
Sessions’. А 

In fact, what usually happened was that patient and therapist 
advanced together towards this kind of disturbing material, each 
in turn taking a step a little beyond the point already reached 
by the other, so that the final interpretation was 1n à sense clearly 
demanded by the patient and almost inevitable. This process 15 
very important and is worth illustrating in some detail. The case 
chosen is again that of the Storm Lady: . 

The essential interpretation. towards which therapist and 
patient worked together was that the storm phobia represented 


her fear of her own wish to submit to violent sexuality. The e^ 
step towards this was made in the initial interview, when the 
y interpreting that the 


therapist saved a difficult situation b | 
Storm represented *powerful primitive natural forces that Es 
was afraid would overwhelm her. She said that that е zs 
how she felt and immediately went on to speak of finding her 
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father unconscious and ‘looking like an ape’ after an accident. 

In session 2 this subject was not touched on. In session 3 
preliminary interpretations along the same lines led to her 
speaking of the Rotor at a fun fair, and the way that *people 
are pushed against it by centrifugal force and are flung back with 
the arms splayed out; they look quite powerless'. The therapist 
interpreted that this description could be that of a person in 
'an attitude of complete sexual submission'; and later related 
this to *her fear of submitting to the overpowering dominant 
man'. There followed a discussion, without much intense 
communication, of the development of her sexual feelings when 
she was a girl. 

In session 4, however, the patient had an outburst of guilt 
and shame about childhood masturbation, and the therapist's 
notes continue: [Therapist] “You feel that I have forcefully 
broken down your façade and that the terrible shameful side 
of yourself is revealed.' [Patient] ‘I think you can now see the 
real me.’ (Report continues): ‘I [therapist] say that the breaking 
down of the facade has something in common with a rape 
situation, which is what unconsciously she feels our present 
relationship to be—that she had been completely overcome by 
Some very powerful force to which she can only submit with 
utter degradation." [Patient] ‘I just had to tell you, but I certainly 
felt as if I was giving in to you. I noticed at the time that it was 
raining outside, and it occurred to me that if I were to see 
lightning which is a thing I fear most of all it would not matter 
the slightest bit to me—I would not be afraid. (My italics.) 

This illustrates very clearly how a well 
disturbing material may result not in 
The element missing from these interpr 
patient's sexual feelings about her fathe: 
this session but never quite reached u 
and was then ineffective, 


-judged interpretation of 
disturbance but in relief. 
etations, however, was the 
T, which was approached in 
ntil much later in therapy, 
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parents, was frequently clear and sometimes dramatic. This may be 
illustrated by the following quotations from the case notes (the 
most dramatic examples are unfortunately too complex to be 
suitable for quotation): 

The first is concerned with the Oedipal situation in a woman. 
Here the male therapist was interpreted as the mother in the 
transference: 


The Falling Social Worker (session 230). ‘In today's interview I 
tried to explore more deeply her reaction to having been sent 
away to hospital; and the meaning in the difference in the atmos- 
phere of the sessions since her return, and what emerged is as 
follows. 

She was really much more angry than she has allowed me to 
find out so far about my apparent indifference on her return; she 
feels in fact that I have quite changed in my behaviour towards 
her, and that my taking up with her the question of a leaving date 
and so on was a confirmation of this indifference. This led to the 
Whole question of the distance between us, and her relationship to 
her mother who was distant and indifferent to her; and what is 
more significant is that mother's indifference and distance are а 
thing which infuriates her. Mother won't share experiences with 
her, mother won't get excited about things the way she does, and 
this of course in a way seems to mean that mother condemns her 
excitement about these things. 4 

I interpreted the guilt about the revenge on mother, that in fact 
the patient getting excited now shows mother that she can do 
things which mother can't do, whereas of course in childhood the 
situation was the reverse; and she went on to admit that this was 
true, and that she is with reading, for instance, always showing 
Mother that she gets more out of things than mother does, and 
this led on to her saying that perhaps as a child she really wanted 
to make mother jealous by the excitement of her relationship with 


er father... > 
The sec i i conflict over childhood de- 
ond is concerned with a Е reledi asi file 


pendence. Here also the male therapist was in 
mother in the transference: 
The Lighterman (session 15). ‘After about half an ea 
to talk about his fear of the river, and the theme W hi t ulis 
Was how he hated the river and blamed it for a lot of his tr knew 
ecause in his job one had to wait around so much and Ор next 
When one w ould be given a job or what one would have to do Я 
1 
The patient had been ill. 
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I felt he was asking me for interpretation, and I interpreted this 
first in his relation to his mother and having to wait for her to 
look after him or feed him, and then in relation to myself, that I 
had kept him waiting for two months before seeing him. He denied 
this vigorously and then told me that he had had a row today with 
a shop to which he had given a specimen hinge to copy, and which 
had given him the wrong hinge back. I showed him how this might 
apply to me and suggested that he felt he wanted to criticize me 
for not getting him well quickly enough. He again denied this but 
immediately spoke of a doctor whom he had recently gone to and 
who had treated him much better than his usual GP. He had a 
moment of thought-blocking in which he said that he felt that 
there was some criticism of me in his mind but he could not 
remember what it was. Eventually I brought out a little criticism 
about the way in which I had let him go off last time with the 


thought that there was an impulse to suicide in him and without 
reassuring him.’ 


At one point in these therapies, interpretations became as 
‘deep’ as in the following example: 


The Articled Accountant (session 17). 
that I would have to make a vigoro 
depression in two-person terms. For 
that the language I should use was 
that he loved". . . I went on to tran: 


‘I came to the conclusion 
us attempt to interpret the 
some reason it came to me 
“being angry with someone 
slate this into inside-outside 
nt through the world taking 
his parents, from me, from 
» but that now that he had to think about leaving 
О angry that he was trying 
to destroy what good things we had given to him, which he felt 


е almost physical and he 
felt he had killed something inside himself. . . H 


near he had not really loo 
that this applied to all s 


angry at having school or 


him that he really wanted to smash up inside himself all the good 
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н ш he had taken from us. Shortly after this he said that 

ms to go through life and meet people thinking that he was 

m asy-going and although his feelings did not seem to be very 
ep... he had come to realize they were quite violent.’ 


m еш ene that some evidence will be presented in the 
io re рт at ifa therapist gives this kind of interpretation 
ath ly depressive patients he may well find himself involved in 
үке which can no longer be described as ‘brief’. 
NC = the special situation mentioned in the previous 
he ү E owever, there was no evidence that interpretations of 
Sides = 1 3 roots of neurosis, at any rate when given by these 
tieni = therapists to these particular patients, either did the 
therapy a T or caused an unmanageable increase in the length of 
vo. j^ ^ wns sag is in marked contrast to the implied 
Chaves, er of conservative authors already quoted in 


NEGATIVE TRANSFERENCE: TERMINATION 


wee may have noted that all three of the passages just 

ives oF 7 to negative transference, and moreover to a particular 

therapist's JA namely anger at termination or the loss of the 

т er € for other reasons. It was over the question of 

po ees с erence that our radical approach reached its climax. 

inthe ale out over a particular patient, the Draper’s Assistant, 
wing way: 


as non-consummation of 
have provided one of our 
ted at the end of therapy 


b Patient, whose complaint w 
TRUM was originally thought to 
dos peri successes. She had repor 
düd h du had intercourse several times, and later that she 
Sas A usband were thinking of starting à family. When she 
pres en for follow-up, two years later, she admitted under 
sure that she had not really had intercourse at all. 
used a good deal of 
d the suggestion that 
strate people, which 
ntercourse, and 


NA of this in the Workshop ca 
this xd ru but there eventually emerge 
She ex s real problem was her need to frustrate 
ibis ressed towards her husband by refusing ! i 
ad n 5 the therapist by pretending to an improvement which 
probl ot really occurred at all. It was suggested that, since this 
it Sine. m had never been brought into the open in the transference, 
the h Dor surprising that therapy had been a failure. This led to 
ypothesis that an essential part of almost every therapy was 
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for the patient to pass through and learn to tolerate his negative 
feelings towards the therapist, since only in this way could he 
learn to tolerate these feelings in relation to people outside. 
Moreover, the situation in which the patient was most likely to 
experience negative feelings was over the withdrawal of the 
therapist's care at termination. If these feelings were not brought 
into the open and worked through, and the relation with the 
therapist remained idealized, there was a very real danger that the 


patient might spoil the therapeutic result in order to spite the 
therapist: 


Quotation from summary of Workshop discussion: *Mrs. Balint 
makes the point that . . . during the therapy the therapist must 
become a bad figure, accepted as such and tolerated by the patient; 
otherwise only idealization can occur.’ 


The application of this principle to a particular patient may be 
illustrated by a quotation from a much later discussion: 


Main (T. Е.): ‘I feel strongly about this—unless the conditions 
of parting can allow the man's rage at termination 
to come into the open, the therapy is in danger.’ 


This attitude to the negative transference marked the crystal- 
lization of a stage in the development of our ideas corresponding 
to that introduced into Psycho-analysis by Ferenczi and Rank 
(ор. cit), and more recently re-emphasized in Alexander and 
French's concept of the ‘corrective emotional experience’: that 
the experience of the old problems in the relation with the therapist 


—but with a new ending—is the most important single factor in 
therapy. 


number of sessions would be 
‘focal’. 

The concept of limited ai 
forms of brief psychothera 
length. One point is worth n 


m is one which is common to most 
Py and need not be considered at 
oting, however: that, although limited 
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aims were sometimes stated in terms of therapeutic results, what 
was almost invariably practised was a limited aim in terms of 
working through briefly a given aspect of psychopathology and, in 
effect, seeing what result would follow. This has advantages, be- 
cause the therapeutic result may be greater than could possibly be 
expected. With the Biologist the original aim was to relieve his 
eating phobia; what happened in fact was that the therapist made 
as his aim the brief working through of passive homosexuality; 
and the therapeutic result included not only the relief of the eating 
phobia, but also an improvement in his potency and in his relation 
with his wife. 

The technique that we eventually developed for conveying the 
limitations of therapy to the patient was to put to him, at the 
beginning, some such statement as the following: *My idea is to 
go ahead with treatment, once a week, for a few months and see 
Where we can get. At the end of that time we will review the 
situation, but if it looks as if you need more you will be trans- 
ferred to a longer form of treatment. If we feel we have got far 
enough, then I will stop seeing you regularly. This does not mean 
that you will necessarily stop seeing me altogether—you can ask 
to come back at any time for further occasional sessions if you 
feel you need further help.’ 

Sometimes the task of limiting therapy was made easier by the 
fact that the patient himself had only a limited time available 
(e.g. the Biologist). The more difficult question of definite time 
limits set in advance by the therapist was the subject of some 
uneasiness at first. In fact this technique was used with success in 
the Falling Social Worker (in-patient, forty sessions) in the present 
Series of cases, and in several later cases (out-patients, sixteen to 
twenty sessions) not included in the present study. It was a failure 
in the Storm Lady, where the therapist's original aim was to see 
her for ten sessions, one for each Rorschach card; and, with a 
quite unrealistic limit of eight sessions set by the therapist's 
departure from the clinic, in the Paranoid Engineer. The setting 
of an exact time limit in advance does not—as might easily be 
expected—seem to make the work impossible; but on the contrary 
gives the treatment a definite "beginning, a middle, and an end 
(Phillips and Johnston, op. cit. 1954), and seems to facilitate the 
therapist's task of dealing with feelings about termination. Since 
this technique was little used in the present series of patients, 
however, it will not be considered further. — Р 

Similarly, though the offer of further sessions in case of need 
may possibly have played a part in maintaining patients after 
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termination, the present series of patients offers little evidence 
about this, and it also will not be considered further. 


The ‘focal’ technique, on the other hand, is a subject in itself, 
and will be considered next. 


THE ‘FOCAL’ TECHNIQUE: ‘FOCAL THERAPY’ 


This technique can perhaps be described in the following way: 
the therapist keeps in his mind an aim or ‘focus’, which should 
ideally be formulated in terms of an essential interpretation on 
which therapy is to be based. He pursues this focus single- 
mindedly: he guides the patient towards it by partial interpreta- 
tions, selective attention, and selective neglect; if the material 
admits of more than one interpretation he always chooses that 
which is consonant with the focus; and he refuses to be diverted 
by material apparently irrelevant to the focus, however tempting 
this may be. 

Obviously this technique is based on the principles of activity 
and planning adopted by many authors, and on the 'skilful 
neglect mentioned by Pumpian-Mindlin, and it has much in 
common with the aims—though not the methods—of the ‘associa- 
tive anamnesis’ of Deutsch. It is a deliberate attempt to overcome 
several of the lengthening factors: passivity, the willingness to 
follow where the patient leads, and—by keeping therapy simple— 
over-determination. 

Obviously, too, it depends entirely on a successful interaction 
between patient and therapist, which—by analogy with an idea 
expressed in Balint’s book (1957)—may be described thus: 
(a) the patient offers material, which (b) enables the therapist to 
formulate a focus, which (c) the therapist offers to the patient, 
which (d) the patient in turn accepts and works with. 

This preliminary mutual offering can often be seen quite clearly 
in the initial interview and one or two subsequent sessions, 
resulting finally in the crystallization of a focus on which most of 
the rest of therapy is based. Moreover, since the therapists in the 
present work were continually Teporting back to the Workshop 
and receiving criticism and advice, the other members of the 
Workshop—led by Balint's extensive experience—also played an 
important part in the interaction. This whole process may be 
illustrated by the case of the Biologist (although the word ‘focus’ 
had not yet been introduced, the principles were exactly the same): 


This patient was originally seen by a non- 
and then for a Rorschach by the psychol 
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took him on for treatment. It was noticed by both the interviewer 
and the psychologist that latent homosexuality seemed to be a 
problem for the patient, but no special emphasis was laid on 
this. The psychologist was more impressed by one of the 
Rorschach responses, which seemed to link up with an emotion- 
ally significant event in the patient's family history; and he felt 
that the patient's feelings about this might be an important 
focus in therapy. He also noticed in the Rorschach that mouths 
seemed to be important to the patient, and he felt that the eating 
phobia might be connected with fellatio phantasies and that 
these might form another focus. 6 

In fact, in session 1 (and indeed in subsequent therapy) the 
patient brought hardly any material that seemed to connect 
with the event in his family history, and this focus was quickly 
forgotten. It was discovered later that the therapist had under- 
stood the details wrongly and that the event was likely to have 
been much less emotionally significant than had been originally 
supposed. Similarly, two loaded questions by the therapist 
designed to lead towards fellatio, met with no response, e.g.: 
‘I then took a chance, and said “Perhaps phantasies in which 
the mouth occurs are particularly exciting?” This had no 
apparent meaning to him, and he said, “I’m not with you 
Шеге”. 

On the other hand, what the patient's material did concern was, 
almost entirely, his relation with men. Thus he opened session 1 
by telling how the first attack of his phobia had occurred when 
he was having a meal in the train with his boss. The therapist 
made a number of partial interpretations: (i) that perhaps his 
feelings about men in authority would be important; (ii) that in 
relation to this type of man he had difficulty in coping with his 
aggressive feelings; (iii) that rivalry seemed to be important. 
This last interpretation led to an account by the patient of how 
he could not serve at tennis when playing with his father-in-law 
because his forearm ‘went like india-rubber’. The therapist, 
translating the symbolism, immediately said ‘I think this leads 
us to... your anxieties about impotence’, to which the patient, 
surprised, at once admitted. The therapist then made a general 
comment saying that he seemed to have problems of aggression 
with men and, since this paralysis of his forearm occurred in 
his relation with a man, perhaps of homosexuality also. Again 
the patient looked surprised, admitted that homosexual feelings 
were returning, and went on to speak of his compulsive phan- 


tasies. 
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The exploratory nature of this interview was in fact criticized 
in the Workshop—especially by Balint, who advocated that 
the therapist should have given a number of somewhat *wild 
interpretations at once: that he should have interpreted the 
sexual meaning of ‘serve’ and suggested that the patient felt he 
could not ‘serve’ a man but wanted to be ‘served’ by him; and 
that eating in public is ‘accepting that he is pregnant and showing 
he is pregnant by being sick'. He suggested that the therapist 
had concentrated on aggression rather than on passive homo- 


sexuality because 'aggression' is an easier word to use than 
‘love’. 


From all these suggested interpretations the general focus of 
the patient’s relations with men, with special reference to 
passive homosexuality, crystallized for both patient and therapist 
during the next two sessions, and was maintained with little 
deviation for the rest of therapy. The main theme of every 
session, and of the great majority of individual interpretations, 
was related to this focus, As already described, the eating 
phobia was apparently relieved by the recall of a homosexual 


incident at school which had later become associated with a 
meal table. 


Selective neglect may be illustrated by the case of the Lighter- 
man: 


The focus which crystallized in session 3 and became further 
clarified in session 5 was the patient’s childhood conflict over 


his feelings for his mother—a mixture of intense anger and 


guilt. This focus, first guilt and then anger, was pursued fairly 
single-mindedly by patient and therapist until session 14, when 
the patient opened up the question of his fears of suicide. Now 
this problem could certainly be related to the main focus, but 
the therapist felt that any attempt to include it in the focus 
would lead into water much too deep for brief therapy. He 
therefore, during this single session, interpreted all aspects of 
the problem that seemed appropriate; but when the patient 
(who by now was spacing his own sessions) said that if the 
therapist allowed him to stay away for two months he would 
feel reassured that the therapist was not worried that he would 
in fact commit suicide, the therapist accepted this with a mixture 


of apprehension and relief. The gap was sufficient for the 
patient to bury his suicidal feelings; and, though mentioned, 
they did not cause any furthe 


r difficulty during the rest of 
therapy. 
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This selective neglect by allowing a gap in therapy is a technical 
device borrowed from Alexander and French. 

It is clearly true that the possibility of using a highly ‘focal’ 
technique depends on the patient as well as on the therapist; and 
since therapy was relatively ‘focal’ in the majority of these patients, 
it seems that ‘focality’ (so to speak) was one of the criteria on 
which patients were selected. ‘Focality’ may be defined as the 
ability of patient and therapist together to find a focus quickly 
which is acceptable to both of them. In other words, an important 
selection criterion (which has recently been especially advocated 
by Balint) may be that a workable focus should crystallize within 
the first few sessions. Since these earlier patients were so heavily 
selected in favour of this criterion, its value cannot, unfortunately, 
be studied here. 

As our work has developed, an increasing emphasis has been 
laid on the ‘focal’ aspect of technique, until finally our particular 
form of brief psychotherapy has come to be known as Focal 
Therapy. 


DRAMATIC THERAPY; TRAUMATIC MEMORIES 
There are two final characteristics of these therapies which are of 
great interest: (i) dramatic responses to interpretation, and (ii) the 
recall of traumatic memories, or—perhaps more correctly— 
‘cover memories’. The first has already been illustrated sufficiently 
in the Assessment and Therapy Forms and elsewhere (e.g. the 
Storm Lady, p. 204). The traumatic memories are listed below: 


The Lighterman: the accident to the little girl. — 

The Biologist: the mention of his homosexual episode 
at a meal table. 

The Paranoid Engineer: the incident in which he had (so he 
said) been homosexually assaulted as 
a child. 


Now it is also true that, proportionately, these dramatic res- 
ponses to interpretation occurred far more frequently in the sx 
cases treated in the first year than in the thirteen, treated m the 
second. Moreover, all three of the traumatic memories itede ove 
occurred in the first year. The interest of this = xc 
the comparison with the early analyses, which were also € $ У 
and in which the unearthing of traumatic memories was T L4 be 
the main work of therapy. It will be remembered that Ва p | 
Several other authors have suggested that the factor lea ing to 
this dramatic quality in therapy is the intense interaction 
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engendered by the therapist's enthusiasm. Our work thus provides 
some slight circumstantial evidence in favour of this view, because 
there is little doubt that during the first year of our work our 
enthusiasm was highest, and that during the second year it waned. 

There is also some circumstantial evidence that—just as, 
apparently, with the early analyses—this high enthusiasm has a 
favourable effect on therapeutic results. In four and a half years 
of work, during which about fifty patients have been treated by a 
total of eleven therapists, the most successful cases are to be 
found not among those treated by any particular therapist, but 
much more obviously among the first and second cases treated 
for the Workshop by each of a number of different therapists. (Of 
the eight results that probably qualify for a score of 3, four are 
provided by first cases, two by second cases, and only two by the 
remainder—the proportion of scores of 3 among first and second 
cases together being about 30 per cent as against about 7 per cent 
for the remainder. With such small numbers this is of course 
quite without statistical significance.) 

This interesting observation, which is as yet of course not 
properly documented, suggests the possibility that the emotional 
conditions within the therapist—always known to be important— 
may be even more important than has yet been realized, and may 
sometimes make the whole difference between an interminable 
failure and a quick success. This factor may also partly account 
for the great divergence in views to be found in the literature— 
since if conditions within the therapists are not reproducible, 
therapeutic results may not be reproducible either. The authors 
with the most radical views about results may be those who have 
been fortunate enough to undertake therapy—for a time at any 
rate—under conditions likely to lead to the maximum enthusiasm. 
This entirely ‘non-specific’ factor may indeed sometimes override 
the importance of technique itself (cf. Strupp, 1960, pp. 318ff.), 
and may explain why such widely differing techniques seem to be 
capable of producing comparable therapeutic results. 


214 


СНАРТЕК 11 


The Relation between Transference Interpretation 
and Outcome: Clinical Approach 


INTRODUCTION 

It will be remembered that we, in common with a number of 
conservative authors, originally held the view that for various 
reasons transference interpretations would be dangerous in brief 
psychotherapy—that they themselves would intensify trans- 
ference, or cause the transference to become more primitive, or 
increase dependence, or hasten the onset of the transference 
neurosis—in any case, that they would tend to make termination 
difficult and lead in some way or other to an unfavourable out- 
come; and that in fact our views, based on clinical impression, 
became ever more radical, until ultimately the hypothesis was 
made that interpretation of the negative transference was an 
essential factor in therapy. The examination of the evidence 
relevant to these and similar hypotheses will occupy a large part 
of the remainder of this book, and will lead far afield, through 
problems of methodology, follow-up, and selection criteria, 
finally to an overall view of the whole nature of this kind of 
therapy and the place which it holds in the history of psycho- 
analytic technique. 


CLINICAL EVIDENCE 
Now, with the exception of the Hypertensive Housewife, trans- 
ference interpretations were made in all these therapies; and there 
was a clear response to these at some time in all cases except those 
of Tom and the Student's Wife (the case of the Draper's Assistant 
is equivocal, see below). Thus, once more, we are dealing with 
therapies concentrated at the ‘upper’ end of a scale, this time the 
scale of ‘transference orientation’. If the relation between transfer- 
ence orientation and outcome is to be studied, therefore, some 
way must be found either of introducing a quantitative element 
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Transference interpretation and outcome 


into the judgements, or of breaking transference down into 
different categories and studying each of these qualitatively in 
isolation. Both approaches will be used. 


Transference Interpretation in General 
A. way of introducing a quantitative element is to make a judge- 
ment of the relative ‘importance’ of transference and non-transfer- 
ence work in each therapy. If circular arguments are to be avoided 
this word ‘importance’ needs to be carefully defined: 

The 'importance' of a given kind of interpretative work is 
judged to have been high: 


1. quantitatively, if many such interpretations were made and 
either there was ultimately a clear response, or else the patient 
was clearly working with them step by step; 

2. qualitatively, if there was a very marked response to one or 
a few isolated interpretations. 


With these criteria, I have judged ‘transference orientation' on 
the four-point scale below: 


Score 3: Transference work more important than non- 


transference. 

Score 2: Transference and non-transference work of equal 
importance. 

Score 1: Transference used but less important than non- 
transference. 


Score 0: Transference work of hardly any importance at all. 


These judgements were made about two years ago, long before 
I had carried out the studies to be presented in Chapter 12, and 
I am not sure that I would agree with all of them now. Neverthe- 
less—since this may well be due to contamination with my own 
later conclusions—I present them entirely unchanged, and with 
my notes written down at the time no more than somewhat 

1 s 
E rationale for the scores is shown in Table 11, and the scores 
in relation to outcome in Table 12. . 

Inspection of Table 12 will show: (i) that the hypothesis that a 
high transference orientation is harmful is strongly contradicted; 
(ii) that, on the contrary, the hypothesis that a high transference 
orientation is (statistically) а necessary condition to success is 
supported by the evidence (the only case that contradicts the 
hypothesis is the Biologist); but (iii) that the hypothesis of parallel 
variation is less certainly supported—there being a number of less 
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TABLE 12 'TRANSFERENCE ORIENTATION" 
IN RELATION TO OUTCOME 


Score for 


Patient Score for outcome "transference 
orientation 
Biologist 3 1 
Lighterman 3 2 
Neurasthenic's Husband 3 3 
Falling Social Worker 3 3 
Railway Solicitor 3 3 


Civil Servant 


1 3 
Surgeon's Daughter 1 2 
Unsuccessful Accountant 1 3 


Draper's Assistant 


0 ?3 
Storm Lady 0 1 
Tom 0 0 
Hypertensive Housewife 0 0 
Pilot's Wife 0 3 
Student Thief 0 1 
Paranoid Engineer 0 3 
Violet's Mother 0 1 
Articled Accountant 0 x 
Student’s Wife 0 0 
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successful therapies with a high transference orientation. If the last 
hypothesis is given the best possible chance, i.e. if the doubtful 
case that contradicts the hypothesis—the Draper's Assistant—is 
omitted, 7, hovers on the brink of the 5 per cent level of ‘signifi- 
cance’ (7, = + 0:41, p = 0:051). If the Draper's Assistant is in- 
cluded, ть = + 0-34 and p becomes 0-1—а clear example of how 
sensitive these correlations are to single changes of judgement, and 
therefore how little reliance can be placed upon any one of them 
in isolation. 


Negative Transference 

If we now proceed to the second kind of approach, that of 
breaking down the transference into subdivisions, we may first 
consider the ‘hypothesis of the necessary condition' relating to 
negative transference. The formal statement of this is: 


A. necessary condition to success is that interpretation of 
the negative transference should be ‘important’ at some stage 
in therapy. 


The evidence, with negative transference scored on a three-point 
scale, is shown in Table 13. 

As it stands, this table is quite striking. In clinical terms, all 
cases that give a score for outcome higher than 0 contained some 
successful work on negative transference, whereas six out of ten 
cases that score 0 for outcome contain either no response to inter- 
pretation of negative transference or even no recorded interpreta- 
tion of negative transference at all. If both the scales are made 
dichotomous (a score of 0 on the one hand, and more than 0 on 
the other) and set out on a 2x 2 contingency table, the distribution 
is as below: 


Negative transference 


Outcome 2orl 0 


3, 2, or 1 


Since cases in the bottom left-hand corner are irrelevant to a 
hypothesis of this kind, there are no cases in this series that 
contradict the hypothesis at all. 
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TABLE 13 NEGATIVE TRANSFERENCE 
IN RELATION TO OUTCOME 


Rationale 


Score for 
Score negative 
Patient for trans- 
outcome ference 
Biologist 3 1 
Lighterman 3 2 
Neurasthenic’s 3 2 
Husband 
Falling Social 3 2 
Worker 
Railway 3 1 
Solicitor 


Girl with the 2 


1 (?2) 
Dreams 


Session 8: argument with thera- 
pist, with partial response to 


interpretation of negative feel- 
ings. 


Session 11: criticism of therapist 
for not looking after him 
properly finally brought out. 

Session 17: marked response to 
interpretation about anger over 
therapist's holiday. 


Marked response to interpreta- 
tions about denigration of 
therapist and father as a de- 
fence against admitting a need 
for them. 


Session 30: therapist brings out 


clear anger over his indiffer- 
ence. 


Rivalry, fear of retaliation (not 
really ‘negative’), dealt with in 
early part of therapy. Hostility 
Over termination interpreted in 
later part, but no clear response. 


Sessions 12, 15: 
about wish to kill therapist off, 
no clear response, 


interpretation 


Session 18: clear dream about 


therapist as jealous mother. 


Table 13—continued 


Transference interpretation and outcome 


Score for 
Score negative 
Patient for trans- Rationale 
outcome ference 
Civil Servant 1 2 Fear of disagreeing with therapist 
made into main focus, with 
final ‘heated disagreement’ in 
session 7. 
Surgeon's 1 2 Session 9: partially successful in- 
Daughter terpretation about ‘hateful feel- 
ings’ for therapist. 

Session 16: clear anger with 
therapist brought out (‘I get so 
annoyed when people don’t 
understand me’). 

Unsuccessful 1 1 The tension between patient and 
Accountant therapist was interpreted as due 


to negative feelings in sessions 
3, 4, 5, and 6. Patient eventually 
interpreted the tension as due 
to homosexual feelings, in 
which the quality of hostility 
was absent. 


Draper’s 0 
Assistant 

Storm Lady 0 

Tom 0 

Hypertensive 0 
Housewife 


0 The only interpretation approach- 
ing negative feelings was of the 
need to ‘control’ the therapist 
in session 5. 


0 Negative transference hardly 
touched on at any time. 


0 The only hint of interpretation of 
negative feelings was of his 
symptoms as a way of forcing 
the therapist to take his de- 
cision for him. 


0 Hardly any transference interpre- 
tations at all. 
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Table 13—continued 


Patient 


Score 


for 


outcome 


Score for 
negative 

trans- Rationale 
Serence 


Pilot’s Wife 


Student Thief 


Paranoid 
Engineer 


Violet’s Mother 


Articled 
Accountant 


Student’s Wife 


0 


0 


0 


0 


2 Almost the whole of the early part 
of therapy devoted to inter- 
preting the resentment against 
the therapist as a man and the 
need to frustrate him. Final 
response in session 11: ‘I just 
have a hunch you might be 
right." 


2 Session 9: interpretation brings 
out open resentment about 
therapist’s ‘taking her for 
granted’, 


0 (71) Session 10: patient feels he has had 
a ‘fight’ with therapist and 
proved himself a man. There 
was no quality of hostility in 
this fight. 


2 Many interpretations of anger at 
termination (sessions 12, 13, 
14). The only clear Tesponse 
was a counter-attack in session 
12 (‘Perhaps you feel guilty 
about termination’); and a 
Teproach in session 13 that the 
therapist had ‘held out a 
helping hand and then with- 
drawn it’, 


2 Sessions 15-22: repeated attempts 
to bring out anger about 
termination, with final lifting 
of depression. 


0 Negative transference not inter- 
preted at all. 
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The hypothesis of parallel variation, on the other hand, is not 
supported. This is largely because of the great importance of 
negative transference in a number of the less successful cases. 


Transference at the Beginning and End of Therapy 
Another way of subdividing transference interpretation is roughly 
(though not quite accurately) into: 


1. transference interpretation on entering therapy, and 
2. transference interpretation on leaving therapy. 


To put this more accurately: 


1. Whether or not transference interpretations become an 
‘important’ (or *major) issue early in therapy (within the 
first four sessions)—this to include the situation in which 
transference interpretations on a particular focus began to be 
made repeatedly within the first four sessions, though the 
actual response did not occur till later. 

2. Whether or not interpretation of feelings about termination 
(grief and/or anger) became an ‘important’ issue at any point. 


The rationale for scoring this on a rough four-point scale 
(Yes, Yes?, No?, and No) is shown in Table 14, and the scores in 
relation to outcome are shown in Table 15. 

The material summarized in Table 15 is interesting in that the 
answers to these two questions (і.е. whether transference on 
entering therapy and transference on leaving therapy were major 
issues)—and especially the answers to both questions taken 
together—constitute (so to speak) a far 'severer' test of these 
therapies than the answers to the similar questions about trans- 
ference in general or negative transference alone. Thus, whereas 
the answers to the previous questions tended to make a distinction 
simply between ‘successful’ and *unsuccessful' therapies, the 
answers to the present questions tend to go further, and to make 
а distinction between the ‘more successful’ and the ‘less successful’. 
In fact, the only therapies that give a certainly positive answer to 
both of these present questions are one that scores 0 (the Articled 
Accountant) and the ‘hard core’ of those that score 3 (the 
Lighterman, the Neurasthenic's Husband, and the Falling Social 
Worker). Not only this, but the other two that score 3 are border- 
line cases giving a positive or doubtfully positive answer to the 
first question, and a doubtfully negative answer to the second. 

A. discussion of the exact meaning of this evidence will be 
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TABLE 15 SUMMARY OF TABLE 14 


Score Transference a major Transference over 
Patient for issue in first termination a 
outcome 4 sessions major issue 
Biologist 3 Yes? No? 
Lighterman Yes Yes 
Neurasthenic’s 3 Yes Yes 
Husband 
Falling Social 3 Yes Yes 
Worker 
Railway Solicitor 3 Yes No? 


Girl with 
Dreams 


Civil Servant 


Surgeon's 
Daughter 


Unsuccessful 
Accountant 


Draper's Assistant 
Storm Lady 
Tom 


Hypertensive 
Housewife 


Pilot's Wife 
Student Thief 
Paranoid Engineer 
Violet's Mother 


Articled 
Accountant 


Student's Wife 
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postponed till the last chapter. For the moment, all that will be 
said is that the evidence that transference interpretation—in one 
form or another—played a greater part in the successful than in 
the unsuccessful therapies can be seen to be very strong indeed. 


TRANSFERENCE INTERPRETATION AND DEPENDENCE 
The mere fact that important transference work seems on the 
whole to be associated with favourable outcome is enough to 
contradict the hypothesis that transference interpretations 
intensify dependence—or at least that they intensify it to the 
point at which termination becomes impossible without relapse. 
The detailed evidence on the relation between transference inter- 
pretations апа dependence overwhelmingly confirms this con- 
clusion: 


1. Of the seven cases in which clinical judgement suggests that 
transference played the most important part (score of 3 for 
‘transference orientation’—omitting the Draper’s Assistant): 

(a) in only one was there failure to terminate (the Paranoid 

Engineer); 

(b) in three there was no evidence for the development of 
dependence at all, and these were not among the most 
successful (the Civil Servant, the Unsuccessful Accountant, 
and the Pilot’s Wife; scores 1, 1, and 0 for outcome respec- 
tively); 

(c) in the other three intense dependence did indeed develop, 
but (i) it could be handled by interpretation, (ii) it did not 
prove in the end a serious obstacle to termination, and 
(iii) these are three of the most successful cases of all (the 
‘hard core'—the Lighterman, the Neurasthenic’s Husband, 
and the Falling Social Worker). 


2. Of the two other cases in which the first stage of therapy ended 
in failure to terminate: (i) in the Hypertensive Housewife there 
were hardly any transference interpretations at all, and (ii) in the 
Storm Lady, apart from isolated intense transference sessions, the 
therapist did his best to concentrate on non-transference work 
throughout. 


3. In the two cases in which threat of termination led to (i) im- 
mediate relapse, (ii) the revelation of a largely ignored dependent 
transference, and (iii) final failure, transference interpretations had 
hitherto played a very small part (the Articled Accountant, 
Violet’s Mother). 
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The only situation indicated by our work as being one in which 
transference interpretations may become a danger to brief psycho- 
therapy is when the therapist makes a persistent attempt to work 
through dependence in primitive ‘two-person’ terms with a patient 
who is deeply depressed. This happened in the second stage of 
therapy in the Hypertensive Housewife, and in the Car Lady 
(not considered in the present study) who was treated by the same 
therapist. The outcome in the case of the Car Lady was failure to 
terminate; while the Hypertensive Housewife became so depressed 
that she had to be admitted to hospital. 

Apart from the special case mentioned above, the evidence 
thus suggests the opposite of our original fears: not only that 
transference interpretations do not intensify dependence, but even 
that the more successful cases tend to be those in which dependence 
does develop, though of course in moderation. 
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The Exploration of a more ‘Objective’ 
Quantitative Approach to the Relation 
between Technique and Outcome 


PRINCIPLES 

Although the hypotheses presented in the preceding chapter may 
be felt to be quite convincing, and in a sense are based on pub- 
lished evidence, they depend entirely on the acceptance of very 
highly condensed summaries—themselves based on the therapists’ 
own summaries—as an accurate reflection of what ‘really’ hap- 
pened in these therapies. It must of course be remembered that I 
was able to draw not only on the clinical records, but also on the 
very vivid impression (for those cases not treated by myself) which 
can be given of the therapeutic process in a living discussion with 
the therapist, and on transcripts of the discussions taken down in 
shorthand at the time. Nevertheless, this double process of selection 
must be regarded as highly unsatisfactory. 

It occured to me therefore that it might be worth while to 
explore the results given by some sort of ‘content analysis’ of the 
written case records, even though they themselves are the highly 
subjective productions of individual therapists. This would at 
least remove the second process of selection, and might partly 
answer the obvious criticism of the hypotheses reached in the 
preceding chapter, that they are produced by a single observer 
studying his own clinical judgements—which can obviously be 
used to lead in any direction that the observer chooses. If, after 
the second process of selection has been removed, something 
could be plausibly said about the factors at work in the first— 
i.e. about how the therapist selected the material that he recorded 
—then such a study might be brought much closer to what ‘really’ 
happened in therapy than the data which presented hitherto. 

Since in Chapter 11 the main subject under study has been the 
attention paid by the therapist to interpretation of various aspects 
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of transference, the obvious kind of study to begin with would be 
concerned with a purely quantitative measure of transference 
interpretation. In order to allow for the effects produced by the 
different lengths of these therapies and differences in the style and 
completeness of recording, the measure used would have to be 
a proportion—for instance, as a measure of ‘transference orienta- 
tion’ we could use the ratio of the number of ‘transference inter- 
pretations’ to the total number of interpretations recorded. The 
kind of hypothesis which could be tested by such a study would 
be not of the form: ‘the higher the proportion of a given kind of 
interpretation in the therapy, the more successful does the therapy 
tend to be,’ but rather of the form: ‘the higher the proportion of a 
given kind of interpretation in the case record, the more does the 
case record tend to be that of a successful therapy.’ 

There are many objections to such a study. The most obvious 
is that, since—for all we know—a single correct and well-timed 
interpretation may be all that is needed for a successful result, 
and therapists may persist with incorrect or inappropriate inter- 
pretations for hours, and since no account whatsoever would be 
taken of the response to the interpretation, any correlation between 
outcome and a purely quantitative measure of interpretation 
might be thought to be clinically meaningless. Would this not be 
yet another example of the ‘ridiculous pseudo-rigor of those who 
count irrelevant entities simply to report that something has been 
counted’ (Colby, 1960, p. 15)? I should like to ask the reader to 
adopt a different attitude: namely that it is not at all clear what 
the clinical significance of the study will be, but that it is worth 
suspending judgement until the results have been presented. 

There are many other objections, however, which must be 
mentioned first. The case records vary widely in quality, and three 
of them are not complete. The effects of this will be considered in 
the appropriate place. Both the judgements of outcome and the 
judgements of the quantitative measures of interpretation have 
to be made by myself. I have partly met this by checking some of 
my own judgements against those made by an independent ob- 
server. Finally, the therapists were aware of some of the hypotheses 
to be tested, which may well have influenced the material that 
they have recorded. This also will be considered in the appropriate 
place. The one scientific advantage which the study can claim is 
that, since the idea for content analysis only came to me long after 
these therapies had been completed, the study is ‘blind’ in the 
sense that the therapists (including myself) were quite unaware 
at the time of recording of the approach that was going to be used. 
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An indication that the idea is not quite as absurd as it may 
sound may be obtained from the very interesting paper by Vosburg 
(op. cit. 1958) which has already been mentioned in connection 
both with fluctuations in motivation and with the inevitable 
development of transference (pp. 196-7 and 201) I was quite 
unaware of Vosburg's study until after much of my own had been 
completed. Vosburg carried out an analysis of the style of twenty- 
six case records (‘hospital charts") of psychotherapy conducted by 
little-trained residents at the Western Psychiatric Institute of the 
University of Pittsburgh. These records were dictated from 
memory, and the record of one session averaged perhaps ‘half a 
page of single-spaced typing in length’. He quickly realized, of 
course, that these notes obviously could not be regarded as 
‘objective’ records of the content of the therapies, but that in 
some ways they were more valuable than objective records, be- 
cause they were dynamically produced (by the therapists), and 
hence their style reflected highly relevant aspects of what was 
happening between therapist and patient. In consequence, it 
transpired, this style was correlated with outcome. “Оп the basis 
of the enthusiasm, choice of words, suggestive phrases, and ex- 
plicit remarks recorded in the hospital charts four styles of charts 
can be separated. This grouping was found to have a relation to 
the duration of treatment and to its outcome. . . . The hospital 
chart written in an interactive style is one which shows continuity 
of therapeutic remarks from hour to hour and records frequent 
interchanges between the doctor and patient. This group... 
includes the most successful results. . . . The hospital chart which 
sustains a language of remoteness and generalizations of the 
interview material may be characterized as a remote style... . 
There were no improvements recorded in this group." 

The important principle which Vosburg used—a principle 
always advocated by Balint and repeatedly emphasized in this 
book—is to regard all occurrences connected with a therapy— 
those initiated by the therapist as well as by the patient—as a 
result of a dynamic interaction between the two. A content analysis 
of the case records, regarded in this light, may thus well have a 
discoverable meaning. 

The classification of styles which was used by Vosburg is not 
relevant to the case records in the present study, because with 
one possible exception all were written in a style which Vosburg 
would describe as ‘interactive’. The exception is the Hypertensive 
Housewife, in whose record it is not easy to make out what was 
said by the therapist, and which therefore has to be omitted. The 
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studies that follow, therefore, were carried out (unless otherwise 
stated) on the remaining eighteen therapies. 

For present purposes I propose to concentrate entirely on the 
content of the interventions made by the therapist, i.e. on interpre- 
tations. This requires operational definitions. 

The idea for this study was originally suggested by the writings 
of Strupp, whose papers on content analysis have now been 
brought together in a book (Strupp, 1960). Since I had not read 
Strupp's work carefully, however, I worked out my own defini- 
tions, and arrived independently at several which are very similar 
to his. The formal statement of these definitions, and the principles 
on which the study has been carried out, will now be given. The 
result is somewhat more complicated than might have been ex- 
pected originally. 

Nearly all these case histories are written in a narrative style, 
of which the long quotations already given are fairly typical. 
A single (verbal) ‘intervention’ by the therapist is defined as a 
passage, however long and containing however many different 
elements, in which what the therapist said is reported, lying be- 
tween two passages in which what the patient said is reported 
(this brief way of phrasing the definition is adapted from Strupp). 

The technique used was almost entirely interpretative and 
interventions are therefore divided into only two classes: 


1. Interpretations. An interpretation is defined as an intervention 
in which the therapist Suggests or implies an emotional content 
in the patient over and above what the patient has already openly 
stated. Interpretations can be in the form of a question. An 
example of a ‘borderline’ interpretation—implying just a little 


more than the patient said—which is also in the form of a question, 
is shown below: 


Patient: ‘Seems so horrible to 
Therapist: ‘A feeling of desecra 
way? 


put a body into the earth to rot.’ 
tion of the human body in some 


2. Non-interpretative intervention 
include exploratory questions, discussion of reality (such as 
times of appointments or length of treatment), answers to 
questions, and, very rarely, advice and reassurance, 


Now an interpretation can be ‘directed’ 
or can be ‘undirected’ (UD) which latter 1: 
which are directed towards the self or t 
object. Three broad categories of person 
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towards some ‘person’, 

5 taken to include those 
Owards some inanimate 
are considered: 


A more ‘objective’ quantitative approach 


1. Parent (P). Father or mother (in one case, stepmother). 

2. Therapist (Th). This includes a previous therapist; and also 
‘treatment’, ‘clinic’, or ‘hospital’ where obvious *transfer- 
ence’ feelings are involved. 

3.'Non-parent' (NP). This includes all people in the present 
or the past other than those in the two categories above. 


It is necessary to digress here to discuss the clinical significance 
of the category ‘non-parent’. It might be thought that this cate- 
gory should be restricted to, say, people of obvious emotional 
significance to the patient—e.g. marriage partner, boy or girl 
friend, sibling or child. In fact this would deny the intense 
emotional significance of apparently much less close relationships 
—such as that between the Lighterman and his employers 
(representing his mother who made him work in the house when 
he was a boy), or between the Articled Accountant and his boss 
(representing the authoritarian father—a phantasy figure), or 
even between the Pilot’s Wife and men in general. For this reason 
I have found it almost impossible to draw lines of demarcation 
which are anything but arbitrary, and I include in the category 
NP all people other than parents and therapists, including the 
patient’s unborn baby, and even such broad categories as ‘men’, 
‘school’, or ‘employers’. Little emphasis will therefore be laid 
on this category, but it plays an important part as a rough 
‘control’. 

‚ So far everything is straightforward, but a complication arises 
in a passage of the following kind: 


Surgeon's Daughter (session 1): ‘At this point . . . she said “Не 
[her father] seemed to have no understanding of what I wanted.” 

At this point I remarked on how like this was to the present 
predicament [ie. that the therapist had no understanding of 
what she wanted].’ 


On the face of it, although this interpretation clearly introduces 
something new in the patient’s relation with the therapist, it 
introduces nothing which the patient has not already openly 
stated in the relation with the patient’s father. Yet clearer thinking 
(which it took me several days to reach) shows that something 
new is in fact introduced in the relation with the father, namely 
the link between feelings about the father and feelings about the 
therapist. This kind of interpretation is therefore considered to be 
directed both towards parent and towards therapist, and is 
scored PTh. 

It will be clear that (as Strupp also emphasizes) every interpre- 
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tation has to be considered in the context of the material on which 
it is based, which makes the study of interpretations in isolation 
less one-sided than it may appear to be at first sight. 


SCORING BY TWO INDEPENDENT JUDGES 

The first essential is to check that these judgements are repro- 
ducible by more than one Observer. Unfortunately, the heavy 
commitments of the other members of the team have made it 
impossible to check this as thoroughly as I would have wished, 
but one member—Mr. Eric Rayner, whose help I once more 
acknowledge with grateful thanks—undertook to learn the method 
of scoring and to carry it out independently on a total of five 
therapies. These therapies were deliberately chosen to represent 
four different therapists. Mr. Rayner's scoring took place long 
after I had completed my own for all these therapies. In order to 
keep the scoring simple, I asked him to consider only the follow- 
ing: (i) whether the intervention was or was not an interpretation, 
and (ii) whether it was directed towards parent, therapist, or 
'other' (0). The category 0 thus contains my categories of NP 
(non-parent) and UD (undirected). 

A. comparison of his scorings with mine, in the order in which 
he carried them out and including the first which he tried, is 
Shown in Table 16. 

The two scorings of each therapy were compared and differences 
discussed after each had been carried out by Mr. Rayner. In the 


ments due entirely to Mr, Кау 
used. (These largely account for the large difference in Th per 


It will be seen that (apart from the si 
mentioned above) the diff: 


emphasized that this is p 
but for the purpose of th 
as satisfactory. 

The proportion of judgements which are in agreement is in 
fact considerably smaller than that obtained by Strupp in his 
Work. No doubt, if we had continued to confer carefully over the 

238 


зоәо зой 00] чецу әлош oj dn ppe Аеш O pur ‘yL “д SurapoAur suon1odoud 34} YLd se pospnf oe сиопејолалојш ош05 92:15 z 

"opis DATILAIOSUOD 

943 uo уецмошов sny} sr uon1odoid 5141, "poroprsuoo jou әле uomejoidiojur ue se зәциәи Áq рә8рп[ suonuoA1oju[ "uomejo1diojur ue 
se so3pnf o^ 991 JO 1ogjo 10 ouo Áq poa1oos SUONUDAIOJUT JO JOQUINU [930] OY} од 01 uo») sr олоц „5уџошодрпг jo 1oquinu /D707, IL ү 


ЕТ %8 9 + ЊЕ б Bt Z %9L Ip Lp 75 D JIM 
sjuepnig 
ЖЮ KOC St & зу Alv ge Le %98 OL 6L 8L Ч чешлој 871 
ЊЕ “AME tC л Rie %6 9 iz %81 8L 16 £6 9 251801019 

7689 7669 8% St о о 0 0 7589 oE Ib 9 j эчешпооу 
[njsseoonsuf) 

760p 76.6 9 Oc As Se AY Van 6с ОР 8Е о Joyysneq 
5,чоә81п$ 


doudoy uvpppy ләибоу unjoypy saudoy ирррү saudoy uojo awws ayy әшр$ əy} — daudoy uvjpoyy 
Sjuamaspn{  sjuawaspnt зиоцој  ]8]йрдәур — Харлоу 
YL 8имјоаш yy Surajoaur — qo aunjoau q SUIAJOAUL fo Jo -24d42jut fo 
24011401044 1210, 2101710004] pio тиоиаодола daquinujojoy 42quunu пор 


5з0апг Імзамяазамі OML ЯО DNIYOOS AHL JO NOSDIVdWOO 91 атау 


The present work 


criteria used, we could ourselves have obtained a higher agree- 
ment. I would not, however, regard this as necessarily an advan- 
tage—since the criteria themselves are obviously a matter of 
opinion also. I would say that in fact this degree of agreement 
almost exactly reflects the accuracy of this type of measurement. 


RESULTS OF THE COUNT OF INTERPRETATIONS 


Some results of my own count of interpretations are shown in 
Tables 17 and 18. 


TABLE 17 SOME RESULTS OF THE COUNT 
OF INTERPRETATIONS 


Total no. of Average no. 
Total no. of Sessions Total no. of inter- 
sessions with recorded (if ^ of inter- _pretations 
Patient Workshop different from | pretations per 
member previous recorded recorded 
column) session 
Biologist 10 93 9:3 
Lighterman 17 (incl. 1 78 4:6 


session by emer- 
gency doctor in 
therapist's absence) 


Neurasthenic's 14 4 fully 52 ST 
Husband (first 2 and last 2. 
Rest summarized, 
but fairly fully.) 
Falling Social 40 14 fully 63 45 
Worker (first 9, then 


irregularly. Rest 
briefly summarized 
and not included 
in this study.) 


Railway 30 11 58 53 
Solicitor (first 11. Rest 
not recorded.) 


Girl with the 61 
Dreams (not incl. 
independent 
assessment interview) 


A more ‘objective’ quantitative approach 


Table 17—continued 


Total no. of Average no. 
Total no. of sessions Total no. of inter- 
А sessions with recorded (if оў inter-  pretations 
Patient Workshop different from | pretations per 
member previous recorded | recorded 
column) session 
Civil Servant 12 58 48 
(not incl. 
independent 
assessment interview) 
Surgeon's 18 38 24 
Daughter 
Unsuccessful 7 36 $4 
Accountant 
Draper's 10 21 24 
Assistant 
Storm Lady 19 285 15:0 


(up to natural 
break in treatment) 


Tom 4 17 42 

Pilot's Wife 19 104 id 

Student Thief 11 56 Sih 

Paranoid 13 44 34 
Engineer (up to point 


at which long- 
term therapy 
was agreed on) 


Violet's Mother 15 64 43 

Articled 27 213 T9 
Accountant 

Student's Wife 9 (Sessions 3and 4 52 58 


briefly summarized.) 
241 


The present work 


TABLE 18 NO. OF INTERPRETATIONS PER RECORDED SESSION 
ARRANGED ACCORDING TO THERAPIST AND OUTCOME 


No. of inter- 
pretations per 


Therapist Patient Outcome recorded session 
A Girl with the Dreams 2 34 
Civil Servant 1 48 
Draper's Assistant 0 24 
B Biologist 3 9:3 
Storm Lady 0 15:0 
Tom 0 42 
С Surgeon's Daughter 1 24 
E Neurasthenic's Husband 3 3:7 
F Lighterman 3 4:6 
Unsuccessful Accountant 1 54 
Pilot's Wife 0 5:5 
Student Thief 0 5-1 
Paranoid Engineer 0 34 
Violet's Mother 0 4:3 
Articled Accountant 0 79 
а Falling Social Worker 3 45 
Railway Solicitor 3 5:3 
Student's Wife 0 5:8 
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_ These two tables give the following results which are important 
in the interpretation of the later evidence: 


1. A study of the relation between the total number of interpreta- 
tions recorded and outcome shows a value of 7, very slightly on 
the positive side of zero. This, however, is largely due to the 
presence of three unsuccessful therapies which were both long 
and very fully recorded (the Storm Lady, the Pilot’s Wife, and the 
Articled Accountant). If these three therapies are excluded, the 
rest give a positive correlation which is ‘significant’ at the 5 per 
cent level. This is important, because it emphasizes once more 
the necessity for using ratios rather than absolute numbers in 
studies of the relation between outcome and any quantitative 
measure of different kinds of interpretation. 


2. A study of the relation between the average number of interpre- 
tations per recorded session and outcome shows no trend what- 
Soever, the value of т, being very slightly negative. Nor is there 
any trend discernible for this variable between the more and the 
less successful cases treated by any individual therapist. This is a 
somewhat surprising result, because there is no question that 
therapists record more fully in a given therapy when a session 
occurs which is marked by intense communication. This is possible 
evidence that the overall intensity of communication, or the 
therapist’s interest, by itself, is not correlated with successful 
outcome. 


It is now necessary to consider the effect on the figures of the 
fact that three therapies (the Neurasthenic’s Husband, the Falling 
Social Worker, and the Railway Solicitor) were incompletely 
recorded. I shall be concerned here with the broad categories of 
‘person’ (mainly parent or therapist) towards whom the feelings 
in the interpretation were directed. Now it is a fortunate fact 
that in all three of these therapies the transference and the relation 
to parents were both interpreted from the very beginning, and 
continued to be so throughout therapy. In the Falling Social 
Worker and the Railway Solicitor there was a decrease in transfer- 
ence interpretation in the middle period of therapy, followed by 
an increase as termination approached (personal communication 
from the therapist). It is possible, therefore, that the figures 
obtained from the first third of therapy alone exaggerate the 
Proportion of Th interpretations in the whole of therapy, but I 
doubt if this exaggeration is great. In the Neurasthenic’s Husband, 
the therapist wrote on the termination form that ‘the transference 
was intense from the first? and ‘transference interpretations . . . 
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were made in every session’. The proportion may be somewhat 
exaggerated by the last two intense transference sessions, but 
again not greatly. The therapy in the Falling Social Worker and 
the Railway Solicitor was also predominantly therapist-parent 
oriented, and in the Neurasthenic's Husband predominantly 
therapist-parent-non-parent oriented, throughout—so that again 
the general proportion of the three categories of interpretation 
would have been maintained. Since all these figures can never be 
anything but a rough guide, and since all results suggested by the 
figures are checked against clinical judgement, I do not believe 
that the errors introduced are in any way serious. 

After this long preliminary, the reader is referred to the figures 
(Table 19). 

It is necessary to note that since the unit under consideration is 
the ‘interpretation’ rather than (so to speak) the ‘reference’ to a 
given category of person, a Single interpretation may be directed 
towards two or even all three of the categories of person con- 
sidered, and therefore the figures for ‘percentage orientation’ of 
the three categories are not logically independent and may add 
up to more than 100—and indeed there is nothing, theoretically, 
to prevent them from adding up to 300. 


COMPARISON OF THE TH RATIO WITH CLINICALLY 
JUDGED TRANSFERENCE ORIENTATION 


Before the figures are further considered, the ‘Th ratio’ or ‘trans- 
ference ratio’ will be compared (Table 20) with the clinically judged 
four-point scale for ‘transference orientation’ which has already 
been considered. It must be remembered that the latter scale 


was reached long before the idea of counting interpretations 
had even occurred to me. 
Inspection shows that, apa: 


tt from the large discrepancy intro- 
duced by the Draper's Assista 


Istant (which has already been explained, 
see Table 11), agreement is fairly good. A correlation of the two 


scales gives т, = +0-60 (including the Draper's Assistant but 
omitting the Hypertensive Housewife) for which р = 0:003. Of 
course, since there was a quantitative element in the ‘transference 
orientation’ judged clinically, it is not surprising that the correla- 
tion should be fairly high. 

A comparison of the correlations with outcome given by the 
two methods is shown on page 248 below (the Hypertensive 
Housewife is omitted throughout). 
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TABLE 20 COMPARISON OF CLINICALLY JUDGED 
“TRANSFERENCE ORIENTATION’ WITH ‘TH RATIO’ 


Patients in descending Condensed Clinically judged 
order of condensed Th ratio transference 
Th ratio orientation 

Unsuccessful Accountant 70 3 
Neurasthenic’s Husband 60 3 
Railway Solicitor 60 

Surgeon’s Daughter 50 2 
Pilot’s Wife 50 3 
Falling Social Worker 40 3 
Lighterman 30 2 
Civil Servant 30 3 
Student Thief 30 1 
Paranoid Engineer 30 3 
Violet’s Mother 30 1 
Articled Accountant 30 2 
Biologist 20 1 
Girl with the Dreams 20 2 
Draper’s Assistant 15 3? 
Storm Lady 15 1 
Student’s Wife 10 9 
Tom 5 0 
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Clinically judged - 
(four-point) *trans- ‘Transference ratio 
ference orientation’ 
(1) omitting the >, F0-37 p = 0:09. т, = +0:32 р = 0:12 
Draper's Assistant 
(17 patients) 


(2) including the 7, = +0:30 p = 0-16 ть = +0:36 р = 0:07 
Draper's Assistant 
(18 patients) 


The results given by the two methods are therefore not dis- 
similar, though the doubtful clinical judgement in the Draper's 
Assistant introduces a considerable discrepancy. 


CORRELATION BETWEEN OUTCOME AND NP AND P RATIOS: 
THE HYPOTHESIS OF THE THERAPIST-PARENT LINK 


If the reader will now refer to the last three columns of Table 19 
once more, he will note: 


mn 


ғ that all proportions of NP, P, and Th which lie below 20 per 
cent (really below 17-5 per cent, since the figures in this range 
are given to the nearest 5 per cent) have been printed in italic 
type and underlined; - 

. that there is a much higher proportion of figures in italic 
type in the less successful than in the more successful cases; 
and 

+ that there is a suggestion that a low proportion of P (and not 
only of Th) is associated with a less favourable outcome; 
whereas 


4. there is no evidence that such a relation applies to NP. 


~ 


оо 


This suggests the possibility of the followin gclinical observation: 


= 


that, in this Population, there was a tendency for those 
therapies that were both therapist- and parent-oriented to be 
the more successful ; and 

that therefore, possibly, those therapies tended to be more 
Successful in which the link was made between the relation 
to the therapist and that to a parent, whereas the same does 
not apply to the link between therapist and non-parent. 


Preliminary evidence tending to confirm this second hypothetical 
Observation may be presented as follows: 
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1. In four of the five cases that score 3 for outcome (all except 
the Biologist), a major focus was the link between therapist and 
parents (it is worth noting how the ‘hard core'—the Lighterman, 
the Neurasthenic's Husband, and the Falling Social Worker— 
appears once again): 

Lighterman: (a) The link between therapist and father in 
session 3 (fear of being criticized for 
being a nuisance to his mother); 

(b) The link between therapist and mother in 
sessions 11 and 14 (criticism of therapist 
and mother for not looking after him 


properly). 
Neurasthenic’s Тһе two main foci of therapy were: 
Husband: (a) Denigration of therapist and father; and 


(b) Longing for therapist and father. 
Falling Social Two of the main foci of therapy were: 
Worker: (a) Sexual feelings for present therapist, 
previous therapist, and father; and 
(b) Anger at therapists and mother's in- 


. difference. 
Railway The main focus in the first third of therapy 
Solicitor: was anxiety-laden rivalry with present thera- 


pist, previous therapist, and father. 
2. In contrast, the therapies in which a main focus was the link 
between therapist and non-parent, and in which interpretations 
about the link between therapist and parent either were not made, 
were little emphasized, or produced little response, were much 
SS successful: 
Score 1 for outcome (valuable false solution) 
Unsuccessful Here there were clear indications in session 
Accountant: 2 that the patient's relation with his father 
was an important factor in his difficulties, 
and the possibility of using this in interpre- 
tations was envisaged in the original plan. 
In fact, the main focus was the link between 
tension in the sessions and tension before 
interviewing boards (non-parent), and the 
relation with the father was mentioned in no 
recorded interpretation. 
Score 0 for outcome 
Draper's Although it is very difficult to know exactly 
Assistant: what happened here, it was always my judge- 
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ment (at the time that therapy was thought to 
have been successful) that the interpretation 
in session 6 (that the patient had to control 
therapist and husband) had been the main 
therapeutic factor. In any case, this link 
was made in this session, and no link to 
parent was recorded at any time. 


Pilot's Wife: Here, again, there were clear indications that 
the patient's highly ambivalent relation to 
men was derived from that with her father. 
The link between therapist and husband was 
repeatedly made, and it was the therapist's 
aim to carry this further and make the link 
to the father. Although he did so in three 
interpretations, the patient's response was 
denial on all three occasions. 


Violet’s Mother: Here the original focus was interpretation of 
the patient's part in the family tension. 
When termination became an issue the dis- 
appointment in the therapist was repeatedly 
linked to disappointment with the husband, 
but the link to parents was never once 
mentioned in recorded interpretations. 


This preliminary evidence leads at once to a formal statement 
of the hypothesis of the therapist-parent link: 


That, in general, in these therapies, a necessary condition for 
Success is that interpretation of the link between the transference 


and the patient’s relation to one or both parents should become 
a major issue. 


Now the link between the transference and the patient’s 
childhood is universally recognized by psycho-analysts to be an 
essential factor in technique. Glover (1955, pp. 132, 133) writes: 


- we are never finished with a transference interpretation 
until it is finally brought home to roost. To establish the 
existence of a transference-phantasy is only half our work; it 
must be detached once more and brought into direct association 
with infantile life,’ 


e В " А А 
Transference experience and interpretation provide an affec- 


tive experience (an affect-bridge) to link the past with the 
present.’ 


250 


A more ‘objective’ quantitative approach 


And Alexander, in Psychoanalysis and Psychotherapy (1957, p. 68) 
says: 


‘Interpretations which connect the acrual life situation with 
past experiences and with the transference situation—since the 
latter is always the axis around which such connections can best 
be made—are called total interpretations. The more that inter- 
pretations approximate this principle of totality the more they 
fulfill their double purpose: they accelerate the assimilation of 
new material by the ego and mobilize further unconscious 
material.’ 


The link between transference and the patient’s feelings about a 
parent does not necessarily bring in the patient’s childhood, but 
it will necessarily have overtones connected with childhood. The 
confirmation of this hypothesis would therefore establish for brief 
Psychotherapy a principle which is related to one long accepted 
for psycho-analysis. 

Before the evidence is presented, some preliminary remarks 
must be made about linking interpretations in general. An inter- 
pretation linking the patient’s feelings about one category of 
person (Th) to another category (P) can be of two main kinds 
which do not hold the same clinical significance: 


1. The patient has already said something openly about the parent, 
and the therapist now links this with himself: 


Surgeon’s Daughter (session I): [Patient says that] ‘In fact she 
[patient] has not seen him [her father] . . . since having a shatter- 
thea row with him at the time when she needed some counsel- 
ег РР 

Therapist's report continues: “1 suggested to her that she felt 
she was in need of counselling again and was afraid that she 
might be faced with a shattering row.’ 


2. The therapist brings out by interpretation something in the 
relation to him, and then links this with the relation with the 
parent: 


Neurasthenic's Husband (session 13): *. . . I pointed out to him 

his wish to become independent of psychiatric aid, to owe 

nothing at all to anybody, not to need me, to have no father, 

по psychotherapist, nobody, and thus to deny our potency. 
(The third kind of interpretation, in which the patient says some- 
thing openly about the therapist, who then relates this to the 
Parent, will not be distinguished from the second.) 
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The second kind of interpretation would be expected to have a 
greater clinical significance than the first. 

The clinical evidence for the hypothesis of the therapist-parent 
link is shown in Table 21 and summarized in Table 22. 

If it be thought arbitrary to make a distinction between a few 
recorded interpretations to which there was little response and no 
recorded interpretations at all, then categories C and D may be 
combined. In this case т, becomes -4-0-50 and р = 0-02. 

Table 12, which shows the relation between transference orienta- 
tion in general and outcome, may be arranged in the same form 
for comparison with Table 22 (the Hypertensive Housewife 15 
omitted). See Table 23. 

The correlation with outcome shown by the therapist-parent 
link is thus very much greater than that shown by transference 
orientation alone; but clinical considerations reduce this differ- 
ence considerably. The original judgement of high transference 
orientation in the Draper's Assistant may well be wrong, ап 
therefore it is probably best if this patient is omitted. The correla- 
tions are then as below: 


Comparison of clinically judged ‘transference orientation’ 
and ‘importance of therapist-parent link’ on seventeen 
cases (omitting the Hypertensive Housewife and the 
Draper’s Assistant) 
Correlations with outcome 
Clinically judged (4-ройи) 
Clinically judged (4-point) ‘importance of therapist- 


‘transference orientation’ parent link? 
ть +0:37 +0:43 
р 0-09 0-05 


Since it has already been shown how sensitive these figures 
are to small changes in the scoring, this difference is far too sme 1 
to point to any definite conclusion; and since there is no clinica 
way of separating the importance of the ‘pure’ transference 
interpretations from that of interpretations making the therapist 
parent link, the study so far must be regarded as inconclusive. 
(Of course, if the Draper’s Assistant is included, the difference 
is made far greater, and the result more strongly favours the 
therapist-parent link.) d 

Nevertheless, a different way of looking at the data does lea 
in the same direction more definitely. A purely qualitative con 
sideration of transference interpretation—i.e. of whether or no 
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there was at any point in therapy а clear response to such an 
interpretation—gives a distribution as below on the 2x2 con- 
tingency table (omitting the Hypertensive Housewife and the 
Draper's Assistant once more): 


Transference interpretation 


Outcome Response No response 


зү 


3,2,0r1 


Without the additional evidence from the two patients omitted, 
this distribution can hardly be described as even suggestive. If 
the same considerations are now applied to the interpretation of 
the therapist-parent link, however, the distribution is as below: 


Therapist-parent link 


Outcome Response No response 
— =] ———4 
3, 2, or 1 7 | 2 | 
ү | 
0 | 2 6 | 
| diee 


Although this distribution looks quite impressive, it is in fact 
only ‘significant’ at the 10 per cent level by the Fisher test (two- 
tailed). Nevertheless, it is far more suggestive than the distribution 
obtained by consideration of the response to transference inter- 
pretation alone. 

Now of course the data presented above depend on a number 
of clinical judgements which are only а matter of opinion. I have 
therefore undertaken the corresponding quantitative study, but 
will not give it in detail because it has not been checked by an 
independent observer and because а presentation of the whole 
evidence would be too long in this context. 

It is necessary to make an operational definition of an interpre- 
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tation which specifically makes or clearly implies the therapist- 
parent link, and to calculate the proportion of interpretations 
making this link (the ‘therapist-parent ratio’). If this is condensed 
to a four-point or three-point scale, it gives a correlation with 
outcome very similar to that given by the four-point and three- 
point scales judged clinically. Moreover, with: a quantitative study 
it is possible to obtain a figure for the proportion of ‘pure’ trans- 
ference interpretations (by subtracting the *therapist-parent 
ratio" from the overall *transference ratio"). It is therefore possible 
to compare the correlations with outcome of the ‘pure’ trans- 
ference ratio and the therapist-parent ratio. The result, as 1 have 
scored it, is given below: 


Correlation with outcome 


‘Pure Th-P Th-P 
transference ratio ratio 

ratio (4-point) (3-point) 
т, = 4-0:29 т = +0-46 тъ = --0:45 
p= 0:15 р = 003 р = 004 


It is here that the category ‘non-parent’ comes into its own to 
provide additional evidence as a rough ‘control’. If all that 15 
being shown in the correlation of the therapist-parent ratio with 
outcome is simply the correlation with the overall transference 
ratio in another form, then the correlation with the therapist- 
non-parent ratio should be of the same order of magnitude. In 
fact, the therapist-non-parent ratio (admittedly much more 
roughly scored) gives a correlation with outcome close to zero. 

I offer this as some further—not properly documented— 
evidence in favour of the therapist-parent hypothesis. 


TRANSFERENCE AND FOLLOW-UP 

It is a well recognized fact in psycho-analysis that after termina- 
tion a patient is often left with an ‘unresolved transference’ which 
causes disturbance in any further contact with the analyst, and will 
usually be regarded as the main factor in any subsequent relapse. 
A study of the behaviour of the patient over follow-up, in relation 
to the degree to which the transference was interpreted during 
therapy, should therefore be of interest. 

Now there are two highly undesirable situations which may 
occur after termination, and which lie at opposite extremes: one 
is that the patient is left feeling resentful, and refuses further 
contact with the therapist; the other is that the patient is left 
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extremely dependent on the therapist, tries to get in touch with 
him and to ask for further sessions or a further course of treat- 
ment, and—at the extreme—termination becomes impossible. 
The optimum situation clearly lies between these two extremes, 
and may be described in the following way: the patient is left 
moderately and sincerely grateful, makes no attempt to ask for 
further sessions, but comes willingly for follow-up and may 
occasionally write in order to let the therapist know how he is 
getting on. Between the two extremes there are many intermediate 
situations and many forms of ‘acting out’ which are well illustrated 
by our own cases. 

The variations in behaviour among these eighteen patients after 
termination or attempted termination are so interesting that T 
give the evidence here in full: 


1. Patients in whom the behaviour after termination was optimum 


The following patients showed no wish for further treatment and 
по trace of ‘acting out’, got in touch with the therapist if they had 
promised to do so, answered all letters, and came (when possible 
for practical reasons) to all appointments offered: 


Falling Social Worker. This patient had returned to the west of 
England, where she worked, and had promised to get in touch 
with the therapist when she had a chance to come to London, 
three months after termination. She did so, and came to the 
appointment offered. At 1 year 7/12, in reply to a letter from the 
therapist, she gave the dates when she would be in London again, 
and came to the appointment offered. At 3 years, she gave а full 
and helpful reply to a letter of inquiry from the therapist. 


Railway Solicitor, The final arrangement was that he would write 
to the therapist when he was next in London and would ask for 
an appointment. He did so and came to the appointment offered 
(2/12). At 5/12 he wrote spontaneously to the therapist when he 
passed his final examinations. At 7/12 he replied fully and help- 
fully to a letter of inquiry. The therapist replied that he would be 
happy to see the patient in the spring. The patient wrote (1 year 
1/12) saying that he would be in London, but the therapist was 
on holiday. The therapist promised to get in touch with him, but 
did not do so. There were further helpful replies to letters of 
inquiry at 1 year 10/12, 3 years 4/12, and 3 years 8/12. 


Surgeon’s Daughter. She came to the appointment offered by the 
therapist (5/12). She wrote spontaneously at 10/12, opening the 
etter ' am afraid I should have written to you a long time 280, 
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I don't really know what prevented me . . .' She then came to two 
appointments offered by an independent assessor (1 year, 2 years). 


Unsuccessful Accountant. This patient spontaneously wrote a 
‘progress report’ at 1/12; came for interview at 10/12; attended 
for a re-test at 1 year; and came for a further interview at 2 years. 


Pilots Wife. Here it was the therapist who ‘acted out'—he had 
promised to get in touch with the patient at 3/12 and did not do so. 
Nevertheless the patient accepted and came to the first appoint- 
ment offered (1 year). The therapist has not got in touch with the 
patient since. 


Articled Accountant. He had promised to get in touch with the 
therapist *in the autumn', about 6/12 after termination. At 3/12 
his father died, he was extremely upset by this, and he felt tempted 
to ask for a further session. He did not do so, held out until the 
end of August or the beginning of September (date not recorded), 
and then rang the clinic. The therapist was away. He rang again 
after the therapist's return and came to the appointment offere 
(7/12). He came to a further appointment at 2 years 7/12. 


2. Patients in whom there was minimal to mild acting out 


Neurasthenic’s Husband. This patient was offered his first follow- 
up interview at 5/12 by letter, but delayed twelve days before 
replying. He came to this appointment, however, and to one with 
an independent assessor; and subsequently to two further inter- 
views (1 year 5/12, 3 years 3/12). 


Civil Servant. An appointment had been made, during therapy: 
for 3/12 after termination, to which the patient came. At 1 year 
1/12 he gave a useful reply to a letter from the therapist but wrote 
that he would rather not come to see her. He came to a further 
appointment offered at 1 year 9/12, another at 2 years 6/12, and 
an interview with an independent assessor at 2 years 11/12. 

3. Patients in whom there was moderate to severe acting out 
Biologist. This patient was written to at 5/12 and asked whether 
he would like another appointment. He carried this letter ar oun 
in his pocket for weeks and never answered it. He was then written 
to at 7/12, and replied six days later. He came to an appointment 
at 8/12, delayed because of his holiday. He came to further 
follow-up interviews at 3 years and 5 years. 


Lighterman. The patient had arranged to ring the therapist after 
returning from holiday at 2/12, and did so. At 7/12 he replied to 2 
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letter offering an appointment, but said he could not come because 
his wife had just had a baby. He promised to get in touch again 
as soon as he could come, but did not do so. At 1 year 1/12 he was 
offered another appointment but did not reply, and again at 1 
year 2/12 (his wife destroyed the second letter because he had been 
so upset by the first). Finally, at 1 year 7/12 the patient came to an 
appointment offered. He promised to get in touch again when he 
had a week off, but failed to do so. At 4 years he replied to a letter 
offering an appointment, saying ‘as Iam now so much better Ido 
not feel I want to visit your clinic. . . T 


Girl with the Dreams. Therapy was terminated just before she was 
due to have her baby. She replied to the therapist's first letter (1/ 12) 
asking about the baby, saying that she would probably be in 
London at 3/12 and would come to see the therapist then. She 
did not do so, and failed to reply to a letter at 4/12. The therapist 
wrote again at 5/12. The patient replied after 2/12 delay, and came 
to the appointment offered. This resulted in a further course of 
therapy. 


Draper’s Assistant. This patient was written to ten days after 
termination and offered appointments for a follow-up and re-test 
at 3/12. The letter ended ‘perhaps you will let me know if this 
suits you’. She did not reply, and had to be written to again just 
before the appointment. She replied that she felt there was no 
need. The therapist wrote offering another appointment, to which 
the patient came. She was offered a further interview at 2 years, 
to which she came. This resulted in a further course of treatment. 


4. Patients who refused to return altogether or at least for a long 
Period 
Tom. This patient, after breaking off treatment, refused to come 
near the clinic again because his father lived nearby. He was 
taken on for treatment at another hospital, spent a year Im 3 
Mental hospital, and finally at 3 years 3/12 he was advised by his 
GP to consult the clinic again, and did so. 
Student Thief, The therapist wrote to the patient at 2/52 asking 
her to attend for a re-test and independent assessment. She replied 
(twelve days delay) saying that she could not get away from work 
but would be glad to see the therapist any time after work. She was 
then offered further appointments, wrote and accepted them, but 
failed to attend. There was further correspondence, with the 
final result that the patient failed to answer. The clinic has com- 
Pletely lost touch with her. 
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5. Patients with whom there was failure to terminate 


Storm Lady. Therapy was interrupted because the patient was 
due to have her baby, and the patient said that she ‘expects she 
would like to come back and continue treatment as soon as she 
can after the baby is born'. She rang up the clinic at 2/12 asking 
for an appointment. This resulted in long-term therapy with the 
original therapist. 

Paranoid Engineer. The original course of eight sessions came to 
an end when the therapist had to leave the clinic. Nevertheless, the 
patient was then seen irregularly. After initial improvement he 
relapsed, and the therapist finally agreed to see him once in three 
weeks indefinitely. 

6. Patients referred for treatment elsewhere 

Violet’s Mother. There was relapse at threat of termination and 
the patient was referred to group treatment. The patient was 
compelled by circumstances to leave this group, and at 5/12 
asked for an appointment with the original therapist who was 
‘the only person who had shared all this misery with her’. 
Student’s Wife. Therapy was terminated by the patient’s departure 
for America. The patient has several times written to the therapist 


since to ask for his help in getting psychotherapy near where she 
lives. 


7. Patients omitted from this study because they were omitted from 
the quantitative study of interpretations 

Hypertensive Housewife (failure to terminate). 

Clown (treated elsewhere). 

Dog Lady (referred to group treatment). 


The first five categories of behaviour after termination (or 
attempted termination) are shown in relation to transference 
ratio in Table 24. 

The results shown in Table 24 are the most striking in 
whole of this study, and are perhaps the only results which woul 
stand alone, unsupported by cumulative evidence from other 
sources. In summary, it can be said: ' 
1. That of the six patients with the highest transference sii 
five showed optimum behaviour after termination and опе : 
very mildest of acting out (delaying twelve days before answering 
a letter offering an appointment). 

2. That the behaviour indicating either (a) excessive dependenc® 
on the therapist, or (b) a disturbance in the relationship resulting 
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in severe acting out, occurred entirely in patients with a trans- 
ference ratio of 30 per cent or less. 

3. That a satisfactory relation with the therapist after termination, 
though clearly positively correlated with favourable outcome, 15 
not as strongly correlated as might be expected—for instance, 
there are two patients scoring 0 for outcome who showed optimum 
behaviour, and two patients scoring 3 for outcome who showed 
moderate to severe acting out. It is clear, therefore, that this table 
indicates something more than merely the positive correlation 
between transference ratio and outcome already discussed. 


In clinical terms, there is striking evidence: (i) that, on the one 
hand, thorough interpretation of the transference has a most 
beneficial effect on the patient's relation with the therapist after 
termination; and (ii) that, on the other hand, insufficient interpre- 
tation of the transference is likely to lead either to failure to 
terminate, or to disturbances in the relation after termination, 
with corresponding difficulty over follow-up. . 

Finally, there is an extraordinary contrast with the following 
passage from Stekel (op. cit. 1938) which I quote without comment 
simply because no obvious explanation of the discrepancy comes 
to mind: 

*There will, then, be cases in which we shall hardly need to 
mention the transference, because it is not hindering but rather 
forwarding the analysis. It is in such analyses that we often 
get the best results. . . . The patient is grateful, keeps in touch 
when the analysis is over, writing or calling from time to time 
to ask for guidance upon some weighty decision. . . . But such 
cases are exceptional, and we usually find that the beginning of 
the transference proves the chief source of resistance.’ 


THE MEANING OF THE QUANTITATIVE STUDIES 
So far in this chapter evidence has been provided in favour of 
certain hypotheses of the general form: ‘A high quantitative 
emphasis on certain kinds of interpretation in the case records 15 
associated with certain favourable aspects of outcome.’ Th = 
question must be asked whether this really has any clinical 512" 
nificance at all. " 
The strong measure of agreement between the quantitative 
studies and the results of clinical judgement is only a partial 
argument; since, although for the clinical judgements I had the 
benefit of certain other sources of information (including, for my 
own cases, first-hand knowledge), I obviously also leaned heavily 
upon the case records themselves. 
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Now it is clearly impossible to be certain what relation the 
case records bear to the actual therapy. This much, however, can 
be said: 

1. All the therapists were reasonably skilled, and the principle 
has always been used in this work that the therapist must on the 
whole be trusted. 

2. Although the case records are highly selected, there are certain 
indications about factors in selection: 


(a) The therapist tended to record more fully during sessions of 
intense communication (the evidence for this is very strong). 
Nevertheless, since there is no trend observable between out- 
come and number of interpretations per recorded session (even 
for an individual therapist, see Tables 17 and 18), it seems clear 
that the full recording of particular kinds of interpretation 
accompanying moments of intense communication cannot 
account by itself for any correlations observed. 

(b) I do not believe that therapists were much influenced in 
their recording by the fact that certain hypotheses were under 
consideration—there is much evidence that therapists soon lost 
sight of hypotheses and plans in the heat of the therapeutic 
process. 


(c) On the other hand, presumably therapists tended to lay 
greater emphasis on material and interpretations that fit in 
with psycho-analytic theory, or with well-established principles 
of psycho-analytic technique. This would apply to transference 
interpretations in general, and particularly to interpretations 
of the therapist-parent link, and would suggest that these 
Interpretations have been ‘concentrated’ in these highly selected 
case records. In fact, there is direct evidence from the case 
records that this is true. 


Yet this last argument does not weaken the clinical significance 
of the quantitative studies as much as might be supposed. If the 
therapist records a higher proportion of, say, therapist-parent 
interpretations because he believes in their efficacy, then he is 
unconsciously suggesting that therapy is going well, ie. by 
Implication making the prediction that outcome will be favour- 
able; and in fact this prediction is borne out by subsequent follow- 
Up—which is quite independent of his prediction. When he makes 
à similar unconscious prediction by recording more fully ЧЇ 
moments of any kind of intense communication, On the other hand, 

15 prediction is not confirmed. 
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To put this in another way, it may well be that there were two 
factors at work here: first, there was in fact a higher proportion 
of therapist-parent interpretations in the more successful therapies; 
and second, the therapist exaggerated this proportion by his 
method of recording. The two factors together then led to a much 
higher correlation with outcome than would have been given by 
either alone. Yet, again, this does not invalidate the clinical 
conclusion that these interpretations are important—for the 
therapies in which this double process occurred turned out, quite 
independently, to be the more successful. What this argument 
would suggest, on the other hand, is that the same clear correlation 
might not have been shown by tape-recordings. 

The question may also be asked, what about the relative import- 
ance of quantity and quality of interpretations? The present results 
suggest that quantity is at least as important as quality; surely this 
is unlikely? Yet the answers to this question seem to me to be 
quite clear: (i) since the therapists are to be regarded as skilled, 
any interpretations that were frequently given (and not quickly 
abandoned) tended to be appropriate; (ii) an important interpreta- 
tion almost always needs much preparative work before it can be 
given effectively; (iii) it is one of the principles of the ‘focal 
technique that therapist and patient together concentrate on а 
single theme in many different aspects throughout the whole of 
therapy; and finally (iv) surely what we are observing is one of 
the well-known lengthening factors, here kept within bounds, 
namely the necessity for working through. Direct evidence that 
important interpretations often have to be repeated can be seen 
most clearly in such cases as the Lighterman, the Neurasthenic’s 
Husband, and the Pilot’s Wife. Balint’s idea (expressed in the 
early stages of the discussion on the Storm Lady) that you must 
‘take good aim and then fire’ is essentially correct, but it seems 
that you need a number of ‘ranging’ shots first; and when you 
have found the range you must, so to speak, concentrate the whole 
battery upon the target. 


THE STATUS OF THE EVIDENCE 

At this stage there is a pressing need to survey all the evidence 
with a highly critical eye. Many arguments, some in favour of the 
evidence and some against it, will be presented and discussed. | 

First, the fact that this study was almost entirely retrospective 
can never be anything but a disadvantage. There are many 
warnings in the literature against regarding this kind of evidence 
as being more than provisional. One such warning was quoted ОП 
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p. 17, and it is worth while quoting another here. This is from 
Frank (op. cit. 1959): 


‘Perhaps the most important value of replication [i.e. cross- 
validation] is that it guards against ex post facto reasoning. 
There is no limit to the ingenuity of the human mind. It seems 
to be literally impossible to present a person with a set of data 
that are so random that he will not be able to read a relation 
into them. In psychotherapy if an experiment seems to demon- 
strate a certain relationship between therapeutic variables 
and changes in the patient, the experimenter can always make 
an hypothesis to explain it. This is a necessary and desirable 
first step to further research. A common error, however, is to 
offer the observed relationship as proof of the hypothesis. This 
circular reasoning can be escaped only by making an explicit 
prediction on the basis of the hypothesis and then seeing if the 
prediction is borne out with a fresh sample.’ 


This is a difficulty of which I am well aware. I have never 
forgotten how Ronald Knox, in a satire on the Baconians,' 
proved conclusively by means of anagrams that Tennyson's 
In Memoriam’ had really been written by Queen Victoria; and I 
have long felt that there was a warning in this for all of us who 
Work in psychotherapy. | 

Nevertheless, it must be remembered that many advances in 
оле have been made by ех post facto reasoning; and whether or 
Not it has been possible to repeat an observation, or to perform a 
Dew experiment based on prediction, has sometimes depended on 
Quite accidental factors—for instance: in palaeontology, On 
Whether a second specimen of a given fossil is ever discovered; ог, 
in many branches of science, on whether most of the facts are 
ем known before anyone thinks of a hypothesis to explain 

m. 

This is not to say that cross-validation of the present results is 
Dot necessary; only that the evidence from ex post facto reasoning 
Сап be quite strong, if enough coincidences can be found in it. 

he present conclusions owe such force as they do possess not to à 
retrospective study of a single variable in a few cases, but essen- 
E to convergence of evidence. The qualitative and quantitative 
Studies, though not entirely independent, support each other; 
almost the whole of the evidence—as will be shown in the ше, 
Chapter—can be reduced to a single fundamental principle; ир 
finally, most of the individual hypotheses have been accepted for 

* Essays in Satire. 
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years in a related method of psychotherapy, namely psycho- 
analysis. | 
In fact, we might well have derived our original hypotheses in 
а quite doctrinaire fashion from psycho-analysis, as one of our 
members, Goldblatt, did (if he will forgive me for saying so): 


‘If one believes, as I do, that one can only effect a permanent 
change in the patient by an analytic approach . . . then the 
question arises, if the principle of transference interpretation is 
correct, then it will be correct in treatment of the patient once 
a week, as well as in proper analysis.’ 


If we had consistently held this kind of view, our work could 
have been regarded as genuine cross-validation of fundamental 
psycho-analytic principles. Е 

Against this, in turn, it must ђе said that the number of patients 
in this study is very small, lying towards the lower limit of the 
number for which statistical methods can be legitimately used for 
reaching any conclusions at all. І am well aware that the relapse 
of only two of the ‘hard core’ of successful cases would completely 
wreck almost all the correlations, though it would not have quite 
such a devastating effect on the hypotheses of the necessary con- 
dition. Moreover, further follow-up continues all the time, and 
the outcome of these therapies cannot be regarded as fixed. This 
is a second factor, in addition to the absence of cross-validation, 
that makes the evidence purely provisional. 

One of the aims of the statistical approach has been to exclude 
entirely the disadvantage of ‘clinical impression’ about causality- 
It becomes very tempting to use the following type of argument: 
(i) this patient showed an improvement after a therapy in which а 
great deal of attention was paid to interpretation of the mes 
ference; (ii) psycho-analytic experience makes me have more faith 
in transference interpretations than in any other kind of interpr 
tion; (iii) therefore transference interpretations were responsible 
for the improvement. Yet it must be admitted without shame e 
this kind of largely circular argument is present, reinforcing the 
purely statistical evidence presented. his 

Nevertheless, because an attempt has been made to exclude t is 
kind of argument and to make the evidence less subjective, it is 
necessary to forestall another criticism; that the present study a 
really a piece of pseudo-objectivity far worse than pure ante 
impressionism’, because it gives the appearance of exactness i ~ 
objectivity which is in reality quite illusory. In order to answer t dy 
it is necessary to emphasize that the basic material of this stu 
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consists almost entirely of clinical judgements. The aim has been 
not to pretend that these clinical judgements are objective or 
exactly quantitative, but simply to treat them—once they have 
been made—in as rigorous a way as possible, so that at least some 
fallacies can be excluded and the quality of the evidence can be 
partially assessed. It is one of the major purposes of the present 
study to suggest that this can in fact be done. 

Again, what of the fact that the evidence presented consists 
almost entirely of a single worker's statistical study of correla- 
tions between his own clinical judgements? The disadvantages of 
the method are obvious, but there is an advantage also: that 
judgements made by someone who is prepared to give almost his 
whole time to them may possibly be made more self-consistent 
than the average taken from any number of judgements made 
superficially. This self-consistency may be attained only through 
profound thought, since each alteration in a judgement has reper- 
Cussions among several others, and alterations in these may affect 
Others, and so on. The result may be the necessity for a kind of 
free association spread over days or even weeks, accompanied 
—for me at any rate—by considerable mental distress. - 

Against this once more, it must be remembered that the criteria 
оп which the judgements are based are themselves chosen sub- 
jectively, and may quite consciously be chosen so that the maximum 
Correlation is obtained. Such a procedure is perfectly legitimate as 
long as the results are regarded as lying closer to hypotheses than 
to conclusions. Therefore the need to put the word ‘significance 
always in inverted commas is given further emphasis. It is worth 
re-stating that none of the correlations presented here is really 
Significant in the statistical sense at all. 

This leads to the question of cross 3 
Кеча, from at least forty further patients is available, and I 
os used some of it to check most of the hypotheses presented 
ia by clinical impression, though certainly not in any уч 
а Yet there is a complication. Ап extremely important с d 
in Stic of these early therapies is that they were not approac eel 

апу doctrinaire spirit, and thus were the genuine products 0 


Spontaneous interaction between therapist and patient The 


£ 2 | i 
ailure of scientific discipline—such a disadvantage in the presenta: 
ause the work 


fan = the evidence—was here an advantage, bec nd 
give Very little contaminated by the wish to prove or d 
o ~ hypothesis. Moreover, since no therapist was eve E 
Wo ү ше, that the therapist-parent link, or work on termin: r , 
"Id prove to be important factors, no therapist made thes 


27 


-validation. In fact the 


The present work 


kinds of interpretation unless they seemed to be indicated by the 
patient's material. Therapists who have become fully aware of 
these factors will be contaminated, and will show a tendency to 
make interpretations because they feel on theoretical grounds 
that therapy will not be successful unless they do, and not because 
the patient's material makes such interpretations necessary. This 
has almost certainly already happened with transference inter- 
pretations in general, and probably with interpretations about 
termination; though probably not to the same extent with the 
therapist-parent link, which has played a very small part in our 
discussions. The result will almost certainly be that the later 
population of therapies will be heavily selected in favour of high 
emphasis on transference interpretations, and that these interpre- 
tations will have been made whether the patient's material clearly 
indicated them or not. This will mean that the likelihood of ob- 
taining high correlations (implying parallel variation) will be 
greatly reduced by the kind of ‘exceptions’ that do not contradict 
the hypothesis of the necessary condition. Whether there will be 
enough ‘control’ cases containing both clear communication 


(surely a necessary condition) and few transference interpretations 
remains to be seen. 


CHAPTERS 11 AND 12: CONCLUSION 

The importance of the evidence presented in Chapters 11 and 12 
lies here: that whereas, in the Assessment and Therapy Forms and 
in the purely descriptive Chapter 10, it was shown simply that 
good therapeutic results could be obtained with a relatively fear- 
less radical technique; in the two chapters under review it has 
been shown further that in these particular therapies, on the 
whole, the more radical the technique the better the results. Here, 


then, is some evidence to suggest that the two are in some way 
causally related. 


272 


СНАРТЕК 13 


Recapitulation and Conclusion 


seee паша ee ннмне на аннинвинвненннн 


The following is a formal summary of the work already presented: 


MENT OF THE CHARACTERISTICS 


OF PATIENTS, THERAPISTS, AND TECHNIQUE 
o be highly suitable for 


1. АП patients were adults;* were thought t. 
e their feelings; 


psychotherapy; were willing and able to explor 


gave the impression that they could work in interpretative 
therapy; and gave material at interview which was understandable 


in psycho-analytic terms and which enabled psycho-analysts to 
formulate some kind of limited therapeutic plan. 

2. All therapists were psycho-analytically oriented, and were 
willing to employ a relatively ‘active’ technique which was entirely 
interpretative, was highly selective (‘focal’), and in which emphasis 
was laid on ‘objective’ emotional interaction with the patient. 


GENERAL STATE 


AND CONCLUSIONS ALREADY 
PRESENTED 


HYPOTHESES 


1. Therapeutic results А i 
Under the above conditions it is possible to obtain quite far- 
reaching improvements not merely in ‘symptoms’ but also in 
neurotic behaviour patterns, in patients with relatively extensive 
and long-standing neuroses. 


2. Length of therapy 


These results can be obtained in ten to forty sessions. 


3. Selection criteria . "— f 
(a) The hypothesis that it is the patients with ‘mild illnesses © 
recent onset who give the best results (Hypothesis A) is not 


Supported. , 
(b) Our results suggest that—when the patients hav 


1 One adolescent (Tom). 


e already been 
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selected as described above—an important criterion indicating a 
good prognosis is concerned with a high motivation for insight 
therapy. 


4. Characteristics of technique regarded as the result of interaction 
between patient and therapist 
There is strong evidence: 

(a) that thorough interpretation of the transference plays an 
important part in leading both to favourable outcome and to 
an optimum relationship with the therapist after termination; 

(b) that important subdivisions of transference interpreta- 
tion are (i) the negative transference, and (ii) the link between 
the transference and the relation to one or both pafents; and 

(c) that those therapies tend to be more successful in which 
transference interpretations become important early, and/or 
in which interpretations of the patient's grief and anger at 
termination are a major issue. Р 

(d) Our work provides some slight evidence that therapists 
tend to be more successful early in their experience of this kind 
of therapy, when (presumably) their enthusiasm is highest. 


^A UNIFYING FACTOR 


The essence of most of these hypotheses may now be repeated in 
the following words: 


Prognosis seems to be most favourable when the following 
conditions apply: The patient has a high motivation; the 
therapist has a high enthusiasm; transference arises early and 
becomes a major feature of therapy; and grief and anger at 
termination are important issues. 


Suddenly there crystallizes, from all the complexity of this 
long exposition of evidence, a single unifying factor of extra- 
ordinary simplicity: 

That the prognosis is best when there is a willingness on the 
part of both patient and therapist to become deeply involved, 


and (in Balint’s words) to bear the tension that inevitably 
ensues. 


Obviously this must be qualified. Each must become involved 
in a special way: the patient must bring to the therapy his intense 
wish for help through insight, and to the relation with the 
therapist both his neurotic difficulties and some of his dependence 
—but dependence that is neither too intense nor too primitive; 
while the therapist must bring his human sympathy, his thera- 
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peutic enthusiasm, and his willingness to interact *objectively', and 
he obviously must not become so involved that—for instance—he 
is resentful if therapy fails, and still less must his involvement be 
Seriously complicated by unconscious reverberations from the past. 
: This willingness to become involved may well be an important 
non-specific’ factor in psychotherapy, which our particular kind 
of therapy shares with many others. That such factors are needed 
to explain the apparently good therapeutic results obtained by 
such a large variety of techniques is becoming increasingly 
widely realized. In order to show that this particular factor may 
be important in types of therapy very different from our own, I 
only need to point to the work of Vosburg (op. cit. 1958) in which 
the presence of this factor in the therapist seemed to be a necessary 
condition to ‘improvement’ (though admittedly symptomatic 
improvement and without follow-up); and to the highly successful 
example of client-centred therapy reported by Rogers and Dymond 
(‘Mrs. Oak’; op. cit. 1954) where it was unquestionably present in 
сер therapist and patient. This is worth supporting by quota- 
ions: 


From the transcript of the patient’s first mention of the subject of 


termination: 
Yes I feel this dependency . . h 
you get when you're just finishing а very meaningful book, and 
have only a few pages left—a sort of wishing that you could 


prolong it. And there's regret, but still it's still with you, and 


you can still have it and touch it, and even give it away, an 


yet if need be go back to it.’ 


From the author's comments on the therapy: 

... for her, one of the deepest experiences Ш therapy .. [was] 
the realization that the therapist cared, that it really mattered 
to him how therapy turned out for ћег. .· 


The ‘specific’ factor in our kind of therapy seems to be a special 
f the patient, together 


variety of this i t 

° is involvement on the par о 

with insight into its meaning; i.e. the transference icone 
accompanied by transference interpretation, and ue e 
а a experience and interpretation of the negative tra 

Nd of the therapist-parent link. 


‚ it's comparable to the feeling 


SELECTION CRITERIA | 

iti in con- 

im it is tempting to draw, from these hypotheses, tor making 

Pe D about technique: that the therapist shou pim 
ansference interpretations as Soon as possible, shou 
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opportunity of making the therapist-parent link, and should 
always devote the last third or quarter of therapy to making 
interpretations about termination. Whereas I certainly agree that 
the therapist should be aware of these factors in technique as 
general principles, I suspect that there is implied here a mistaken 
judgement about the causal relations involved. It must be re- 
membered that the hypotheses reached in the present work— 
whether by clinical judgement or statistically—are all based 
essentially on correlations. It is a characteristic of correlations 
that they give no information about causal relations—a positive 
correlation between two factors may occur if one causes the other, 
or vice versa, or if both are the results of a common cause. When 
this consideration is applied to the present data, it will become 
clear that the development of transference, and hence whether 
transference is interpretable, presumably depend more on factors 
in the patient than on factors in the therapist. There is plenty of 
evidence from our cases that the therapist is unable not only to 
prevent the development of transference, but also to make use of 
transference interpretations unless the patient is willing and ready 
to hear them. If the patient has no grief about leaving therapy 
(e.g. the Pilot's Wife), there is no point in interpreting it. In other 
words, the characteristics of successful therapy that have been 
described are at least as much concerned with selection criteria as 
with technique. This view, reached by myself after such laborious 


study of the data, has already been expressed intuitively in the 
Workshop: 


Pines: ‘If we say this is the aim in short-term therapy—dealing 
as soon as possible with termination and breaking off depend- 
ency—we should take on patients who can quickly enter into 
relationship. We should say that this man was unsuitable 
because it took him a long time to reach this point.” 


This suggests a new group of selection criteria: 


1. the early development of transference, especially of a diffi- 
culty in the transference, and excluding, of course, certain 
kinds of transference; 

2. the capacity to mourn ‘(already postulated by Dicks in the 
preliminary discussions). It seems possible that this might 
be judged from projection tests. 


Now it will be remembered that one of our original selection 
criteria was a ‘history of real and good relationships’, and two 
of the criteria used throughout this work by the psychologists 
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in projection tests were the 'ability to tell stories about real 
people’ and the ‘ability to face emotional conflict’. Obviously all 
these criteria are closely related to the ‘willingness to become 
involved and to bear the tension that ensues’ which crystallizes 
from the present data. Yet none of these criteria proved of much 
value in predicting outcome. The question is, why? 

The only tentative answers that I can give are, first, that the 
emphasis on ‘real’ may be mistaken. The relation with the 
therapist is of a unique kind, in which phantasies derived from 
the past are allowed free play, and it seems to be the willingness 
to express these in this relation which leads to a favourable out- 
come. Second, the judgements of the psychologists, like those of 
all of us, were always overshadowed by Hypothesis A, against 
which our data have provided such strong evidence. There is a 
great need for a re-examination of the material given by these 
patients in projection tests, to see if some factor connected with 
willingness to become involved’ can be identified. | 

Because the patients in the present study represent such a highly 
selected population, there are certain selection criteria which may 
well be extremely important, but which have not been put to the 
test in our work at all. These consist of the characteristics which 
Were shared by all the patients and which are listed on p. 273. 
If they are regarded, once more, as products of the interaction 
between patient and therapist, they may be re-stated in the 
following way: 

1. The patient's willingness and ability to explore feelings; — . 

2. The patient's ability to work within а therapeutic relationship 

based on interpretation; 

3. The therapist's ability to feel th 

problem in dynamic terms; and 4 
4. The therapist’s ability to formulate some kind 
Scribed therapeutic plan. 
ented experience and 


Here on 

ТР e can only say that undocumé 

ven both suggest that these four criteria may well come near 
being necessary conditions to successful focal therapy. 


A POSSIBLE FUTURE SELECTION PROCEDURE 
Es following procedure is now tentatively suggested Lee e 
aoe practical use of all the above considerations 
€ction criteria: 


at he understands the patient’s 


of circum- 


i ; in the 
E It is essential that partial interpretations should be ao ^ 
Ychiatric interview. The purpose of this 15 (а) to та 
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the patient that he will be offered interpretative therapy and very 
little else; (b) to gauge his ability to explore his feelings and his 
capacity for insight; and (c) to see what effect interpretations have 
upon his motivation. 


2. For those patients who seem likely to be suitable, I would be 
inclined to recommend a second exploratory interview about a 
week later. The purpose of this is to give the patient a longer 
period during which his reactions to interpretative therapy can 
be studied. 


3. The projection test is then given, about a week later than the 
second exploratory interview. е 


4. If (a) it is clear that the patient can be offered treatment of some 
kind, and (b) there is any doubt about his wish to come during 
this initial period, I would suggest that he should now be asked 
to think the situation over and write, saying whether he would like 
another appointment. If he does not write, or if there is a long 
delay before he does so, the prognosis is automatically regarded 
as bad. 


5. The therapist and psychologist (and the group, if they are 
working in a group) confer, and see if they can understand the 
patient's problem and formulate a therapeutic plan. 


6. Careful note is made of all fluctuations in motivation and all 
manifestations of transference during this period. 


Indications of a good prognosis would then be: 


(a) The material is understandable; 

(b) A therapeutic plan can be formulated; 

(c) There is some indication that the patient is beginning to 
work with interpretations; 

(d) There are signs of developing transference—though, ob- 
viously, of a not too dependent or demanding kind; and 

(e) Motivation either starts high or shows a rapid increase 
during this whole period. 


The hypothetical working of this procedure may be illustrated 
by one of the cases in the present study, the Pilot's Wife (though 
the uncertain influence of the endocrine factor on this patient $ 
prognosis introduces a complication). Her complaint was frigidity 
her emotional problem an intense resentment against men, an 
She started to interact with her (male) interviewer before she ever 
saw him, demanding to be seen by a woman doctor. At interview 
and at test she Presented the whole of her psychopathology; a 
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consequently there would have been no difficulty in formulating 
a therapeutic plan: to assign her to a male therapist, to interpret 
her resentment against men in the transference, and to relate this 
both to her frigidity and to a (presumed) highly ambivalent re- 
lation with her father. So far, all the signs were favourable. 
Nevertheless, her motivation was clearly ambivalent—on the one 
hand she said that she did not believe in psychiatry, and on the 
other she seemed prepared to go to some trouble to come. For 
this she should have been given the benefit of the doubt. When she 
Was asked in the second interview to talk about whatever she 
liked, however, and she spent the whole session chatting about 
trivialities, the prognosis would become more doubtful. When she 
Tang up five mintues before the third interview, wanting to put 
Off treatment indefinitely because her husband had got into 
trouble, the prognosis would become very bad; and when, finally, 
six months later, she asked for treatment again, she either would 
have been referred elsewhere, or would have been accepted with 
the firm prediction that treatment would fail. In fact she was 
taken on and, in spite of a therapy of intense interaction through- 
Ош, she remained quite unchanged. 


RELATION TO PREVIOUS WORK 
It will be remembered from Chapter 3 that the literature on 
brief psychotherapy is marked by utter confusion, which can in 
summarized in the conflict between the conservative and the 
radical views, Our own views, starting well towards the conserva- 
tive end of the spectrum, have ended by being probably шо 
radical than those of any other authors except Thorne, jore 
More so even than those of Alexander and French. This Es 
Applied to every aspect of the field. According to ОШ views: q за 
ill patients can be helped; apparently deep-seated neurone | ^ 
aviour patterns can be changed; transference epp 
almost essential; the negative transference should not be шн 
"t welcomed; it is quite safe—sometimes even Lp 3 0 
Make ‘deep’ interpretations, to use dreams and phantasies, to 


€ link with childhood 
" " 2 ad how 
. Пе question that immediately arises 15: how poem pie 
Universally applicable are the conclusions and hyp 
Sented here? In my view it has been established: 


И is possible; 

l. that psycho-analytically based brief ра А Patterns 

-that lasting improvements in neurotic < i severe and 
Càn be obtained in patients With moderate'y 


long-standing illnesses; 
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3. that these results can be obtained with a technique which, 
apart from being active and ‘focal’, closely resembles that of 
psycho-analysis and deals fearlessly with most of the same 
issues; and 

4. that such a technique carries few dangers if properly used. 


The importance of these conclusions lies not in their being 
new, which to a large extent they are not, but in the fact that 
though they are clearly deducible from the literature they have 
never been widely accepted. The fault has lain on both sides: 
Conservative preconceptions, fears, and prejudices have never 
been answered by radical evidence properly presented. There are 
several examples in the history of science of evidence which has 
been ignored, and has been rediscovered only when the world at 
large was ready to accept it. 

Yet the other more tentative conclusions about selection criteria 
and the relation between technique and outcome—even if they 
later come to be more or less cross-validated —cannot necessarily 
be regarded as of universal application. Hypothesis A can still be 
statistically correct; far-reaching changes can still almost certainly 
be obtained without transference interpretation, e.g. in client- 
centred therapy. One of the main themes of the present study is 
that the whole course of therapy depends to a hitherto unrealized 
extent on subtle factors within both patient and therapist. In 
particular, a technique which is suitable for one kind of therapist 
15 not necessarily suitable for another. Moreover, it is possible 
that technique itself may be less important, and certain non- 
Specific factors such as unconditional acceptance of the patient 
more important, than has hitherto been realized (see Strupp, ор: 
cit., pp. 319ff.). If this is so, it might even be that the only result 
of the correlation of technique with outcome presented here is to 
Suggest that psycho-analysts—and indeed psycho-analysts with 
a special outlook within psycho-analysis itself—get the best 
results in brief Psychotherapy when they use a technique which 
(always apart from passivity) most closely fits in with the basic 
Principles in which they have been trained. No doubt the same, 
mutatis mutandis, would be shown by a similar study carried out 
by client-centred therapists. Nevertheless, for psycho-analysts 
alone this is an important conclusion, because it may help to free 
them from the constricting belief that a patient can only ‘really 
be helped by a full-scale analysis. Alexander and French challenged 
this view, and yet their work led to nothing but endless hostility 
and controversy —in my view purely because it was presented a$ 
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a modification of psycho-analytic technique, instead of being 
presented as a technique of brief psychotherapy based on that of 
psycho-analysis. Balint deserves full credit for seeing that the 
Whole question needed to be re-opened. 

At the same time, the following word of warning is essential. 
One of our members (Mr. Rayner) said to me recently that he 
*doubted if he could do focal therapy by himself". It may well be 
that the system of working in a group, with a common purpose 
and enthusiasm, has had a very considerable influence on our 
results—comparable, indeed, with the possible effect on the 
results obtained by the early analysts of being members of a small 
and exclusive band of workers exploring a new field. Our own 
Work has certainly suffered as enthusiasm has waned and as 
tensions have developed within the group. It is not necessarily 
true, therefore, that anyone can learn to apply the technique and 
expect to get the same results under entirely different conditions. 


THE LENGTHENING FACTORS. THE PLACE OF THE 
PRESENT WORK IN THE HISTORY OF PSYCHO-ANALYSIS 
at almost all of the lengthening 


There seems no question th : = 
helming part in the 


factors, which have played such an overwhelm! t 
development of psycho-analytic technique, can in certain cases 
be counteracted or avoided. Thus resistance, transference, de- 
pendence, negative transference, anger over termination, and 
the roots of neurosis in early childhood can all simply be handled 
by direct interpretation; passivity and therapeutic ри{ йолы 
In the therapist, the sense of timelessness, over-determination, an! 
the development of the transference neurosis Сап all be counter- 
acted or avoided by frank discussion of the limits of o 
With the patient at the beginning, by the formulation of a plan 
апа a limited therapeutic aim, and by the pursuit of this En 
With the aid of the focal technique; and working through, thoug 
necessary, can be accomplished within the limits of a therapy 
Which can still be described as ‘brief’. Yet one factor has oe 
vA Out and may well prove to be the most difficult to counter- 
ct of all. This, of course, is waning enthusiasm. .— _ 
‚ All that ecd is to put this уо into its historical реп 
oe It began with an attempt to turn back the noe = es un 
© а primitive technique used by the early analysts anc 0! 


ique 
de Years, It has ended with the development = у lei of 
“tlved from that used by analysts today. If only the a would 
aning enthusiasm can be solved, such а developm 


е : 
em far more likely to survive the test of time. 
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therapeutic results in, 25, 154-5, 280 
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Clinical impression 
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clinical judgement(s) 
see also clinical approach 
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work 


approach, 
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result, 55 
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Colby, K. M., on ‘pseudo-rigor’, 234 
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therapy, 281 
conservative and radical views of brief 
psychotherapy 
summary of, 15, 16 (table) 
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234, 243, 246 
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26-7 
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Freud, 198 
Stekel, 27 
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in study of response to interpre- 
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attention to, in present work, 5 
difficulty of providing, in present 
work, 167-8 
in study of validity of psychotherapy, 
152-63, 167-8 
Barron & Leary, 155 
Brill & Beebe, 155-6 
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Rogers & Dymond, 153-5 
Teuber & Powers, 152-3 
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correlations—continued 
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221, 258 
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270 
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271 
meaning of, 276 
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271 
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169, 276 
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therapy, 28 
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154 


crisis of therapy, initial (Vosburg), 197 
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of assessment of therapeutic results, 
see assessment of therapeutic 
results 
Chosen to give maximum Correlation, 
271 
of resolution, see resolution 
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Possibility of, 271-2 
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Frank, 269 
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Dattner, B., early short analysis by, 
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therapy 
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in Articled Accountant, 206-7 
Conclusions on, in Present work, 279 
Finesinger on, 30-1 
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Pumpian-Mindlin on, 31 
safe, sometimes necessary, 279 
in Stekel, 31 
views on, in literature, 30-1 
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bad prognostic sign (Freud), 198 


delinquency, controlled study of (Teu- 
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Dencker, S. J., work on post-traumatic 
syndrome, 94 
Denker, P. G., study of untreated 
patients, 157 
dependence 
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in client-centred therapy, 275 
in deeply depressive patients, 207, 
232 


а factor in good prognosis, 231-2, 
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and outcome, 231-2 В 
and  transference interpretation, 
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depressive patients 
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in, 207, 232 
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interpretations 
Deutsch, F. 
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avoidance of transference interpre- 
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*goal-limited adjustment’, 29 
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technique of, 29, 33 
diagnosis 
in medicine, 44 
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directed interpretations, see interpre- 
tations 
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scientific, failure of in present work, 
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disturbing interpretations 
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in a case of Alexander & French, 
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on transference interpretation (Gold- 
blatt), 270 
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work 
acting out in, 196 
Assessment and Therapy Form, 74-6 
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outcome, 183 
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Eder, M., long follow-up of an early 
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Eissler, on therapeutic results, 22-3 
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and dependence, 231 
discussion on, 182 
distribution of interpretations їп 
. _ Case record, 243, 246 
improvement in neurotic behaviour 
. Patterns, 170 
incomplete improvement in, 170 
incompletely recorded, 243 
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interaction between patient ап 
therapist in, 210 
planning in, 210 | 
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replacement by another inappro- 
Priate reaction, 50 А 
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in psycho-analysis, 9, 12-13 
‘initial crisis’ of therapy (Vosburg), 197 
initial period of therapy 
defined, 186 
motivation in, 186-98 
‘In Memoriam’ (Tennyson), Ronald 
Knox on, 269 
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superficial (Fuerst, Finesinger, Pum- 
pian-Mindlin), 30-1 
of therapist-parent link, see thera- 
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Kaplan, S. M., see Rosenbaum, M. 
Kendall, M. G. 
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pist and parent, etc., see therapist- 
parent link, etc. 
linking interpretations 
general remarks on, 251, 258 
see also therapist-parent link, etc. 
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T. 

Maudsley Hospital, Medical Super- 
intendent's report of therapeutic 
results, 158 (table) 

memories, 

in psycho-analytic technique, 6-8 
traumatic, see traumatic experiences 

mild psychopathology 

in таер to outcome in present 
work, 182-3, 185 
à selection criterion, 21, 178 "m 

Miles, H., Barrabee, E. & Finesinger» 
J., scale for assessment of ther 
peutic results, 162-3 

Miller, C., see Sullivan, P. L. lity 

Minnesota Multiphasic Personali 
Inventory see MMPI 


MMPI 
in assessment of results (Barron & 
| Leary), 155 
in selection criteria 
Barron, 19 (table) 
Sullivan et al., 20 (table) 
motivation, a selection 
185-98 
balance of, 186 
decrease in 
in initial period of therapy, 187, 
197 (table), 196-7 
prognostic value of, 197 
Vosburg on, 196-7 
evidence on, 185-98 
Freud on, 198 
hypotheses Оп, stated, 179, 186-7, 
„ 274 
in individual patients in present 
: „work, 187-98 
in literature (Knight, Ripley et al., 
Stekel), 27 
meaning of, 186 
in normal volunteers, 153 
in original hypotheses, in present 
_ _ Work, 179 
in Pilot's Wife, illustrating selection 
, Procedure, 279 
кан negative components of, 
and a unifying factor, 274 
mourning, capacity for, a possible 
selection criterion, 276 
Murphy, W. F., quotes Eissler on 
therapeutic results, 22-3 


criterion, 


natural history of neuroses, 156 
see also untreated patients 
Necessary condition, hypothesis of, 
see hypothesis 
Negative transference 
Interpretation of 
a necessary condition to favour- 
able outcome, 207-8, 215, 221-5, 
274 
a specific factor in focal therapy, 
275 
a lengthening factor, 7, 281 
Should be welcomed, 279 
views on, in literature (Berliner, 
Ne Stekel), 33-4 
‘Urasthenic’s Husband, a patient in 
the Present work 
acting out in, 187, 189, 196, 197 
(table), 262 
ш апа Тһегару Еогт, 99- 
assessment of therapeutic result, 51 
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Neurasthenic's Husband—continued 
bearing on validity of brief psycho- 
therapy, 169 
behaviour after termination, 262 
and dependence, 231 
distribution of interpretations in 
case record, 243, 246 
improvement in neurotic behaviour 
pattern, 170 
incomplete improvement in, 170 
incompletely recorded, 243 
motivation, 187, 189, 196 
need for repeating interpretations, 
268 
psychiatrist's and psychologist's opi- 
nion on, 181 
psychopathology in relation to out- 
come, 181 
scverity of. psychopathology, 181 
therapist-parent link in, 249 
and transference at the beginning 
and end of therapy, 225 
‘neurotic’? and *normal' no sharp 
distinction, 153 
Neustatter, W. L., improvements in 
patients after psychotherapy, 158 
(table) 
non-parent 
see also non-parent ratio 
interpretations directed towards, 237 
link with therapist, see therapist- 
non-parent link 
operational definition of, 237 
non-parent ratio, and outcome, 244-5 
(table), 248 
non-specific factors in therapy 
therapist's enthusiasm, 21 
unconditional acceptance of the 
patient, 280 И 
willingness to become involved, 
2 


in ‘Mrs. Oak’, 275 
‘normal’ volunteers as controls (Rogers 
& Dymond), 153, 155 
Eysenck’s criticism, 1 53 А 
lack of sharp distinction from 
‘neurotic’, 153 
motivation of, 1 
NP ratio, see non 
number O ti 
and statistica 


numbering of sessions, 


t study, 
1 significance, 270 


‘Oak, Mrs.’, а patient of Rogers & 


Dymond 
involvement betw 
therapist, 
therapeutic result, 


een patient and 


25, 155 
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Oberndorf, C. P. 
see also Obendorf, Greenacre & 
Kubie 
long follow-up of early psycho- 
analyses, 10 
Oberndorf, C. P., Greenacre, P. & 
Kubie, L. 
see also Bandler 
case history of Bandler's, 23 
object relations, see human relations; 
personal relations 
Object Relations Test (ORT), use of, in 
present work, 40 
‘objective’ methods 
in assessment of therapeutic results 
Rogers & Dymond, 154 
Teuber & Powers, 152 
disadvantages of, 4 
in handling of clinical judgements, 
270-1 
limitations of, 48 
in present work, 5, 233-72 
"Oedipal' problems 
hypothesis of good prognosis in, 
178 
outcome in, 182 
one-tailed test, meaning of, 173 (fn) 
‘oral’ disposition, a contra-indication 
to brief psychotherapy (Berliner), 
18 (table) 
'oral' material contra-indicated 
brief. psychotherapy (Fuerst), 30 
'oral' problems, hypothesis of poor 
Prognosis in, 178 
ORT, use of, in present work, 40 
outcome of therapy 
see also therapeutic results 
list of scores for, 171 
and various factors in patient and in 
therapy, e.g. motivation, trans- 
ference interpretation, etc., see 
motivation; transference inter- 
Pretation, etc. 
over-determination, a lengthening fac- 
tor, 7, 281 
attempt to overcome, 
: technique, 210 
own controls', in the study of Rogers 
& Dymond, 153-4 


in 


by focal 


P ratio, see parent. ratio 
Palaeontology, observation: 
fie 269 
Palliative nature of brief ps - 
therapy (Rado), 22, 170 о 
Contradicted in present work, 170 
Parallel variation, hypothesis of, see 
hypothesis á 


s not always 
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Paranoid Engineer, the, a patient in the 
present work К 
absence of projection test in, 40 
Assessment and Therapy Form, 
104-6 
and dependence, 231 
disturbing interpretations in, 203 
failure to terminate in, 231, 264 
motivation, 197-8 
psychopathology 
in relation to outcome, 181 
in relation to selection, 180 
result of long-term therapy in, 197-8 
a severely ill patient in present work, 
180, 181, 197-8 
time limit in, 209 
traumatic memory inf 213 
Parent : 
see also parent-oriented therapies; 
parent ratio 
interpretations directed towards, 237 
link with therapist, see therapist- 
parent link 
Parent-oriented therapies, and out- 
come, 244—5 (table), 248 
parent ratio, and outcome, 244-5 
(table), 248 
partial interpretations 
see also trial interpretations 
use of, in present work, 203-4 
partial resolution, definition of, 47 _ 
Passivity, in therapist, a lengthening 
factor, 7, 8, 281 
attempt to overcome, by focal 
technique, 210 
avoidance of, іп brief psycho- 
therapy, 28-9 
opposed by Ferenczi, 13-14 
Past experiences 
see also childhood; therapist-parent 


link | 

link with transference and life 
situation (Glover, Alexander), 
250-1 


pathological process, in medical and 
psychodynamic diagnosis, 44 
patients in the present study, 
characteristics of, 179-80, 273 
individual, see individual pseudo- 
nyms 
selection of, etc., see selection, etc. 
Perfectionism, therapeutic, a lengthen- 
ing factor, 
avoidance of, 28-9, 281 
Pumpian-Mindlin on, 29 Я 
‘person’, towards whom interpretations 
are directed, 236-7, 243-6 р 
Personal relations, history of, а selec 
tion criterion 


personal relations, history of, a selec- 
_ tion criterion—continued 
in literature, 19 (table), 21 
in present work, 178, 276 
Peters, A., see Saslow, С. 
phantasy 
changesin, 
. of therapeutic results, 
in responses to ORT, 277 
Phillips, E. L. & Johnston, M. S. Н., 
time limit in child-guidance inter- 
‚ views, 35, 209 
Phillipson, H., a member о 
" shop 
Object Relations Test’ (ORT), 40 
a Psyghologist in the present work, 


not enough for assessment 
46, 154 


f the Work- 


Pilot's Wife, the, a patient in the 
present work 
absence of feelings а! 
, nation, 276 
acting out in, 188, 196 
adrenogenital syndrome in, 107-8 
Assessment and Therapy Form, 
107-10 
behaviour after termination, 262 
and dependence, 231 
endocrine condition in, 107-8 
, in relation to outcome, 182, 278 
illustrating future selection. proce- 
dure, 278-9 
motivation in, 188, 193, 196 
E for repeating interpretations, 
Psychopathology in relation to out- 
, соте, 182 
rapid and inevitable deve 
transference, 200 
therapist-non-parent link in, 250 
transference an initial obstacle to 
therapy, 202 
prey fully recorded, 243 
nes, M., a member of the Workshop, 
on termination and selection 
рй criteria, 276 
tsburgh, Vosburg's study of psycho- 
i therapy in, see Vosburg 
plan, therapeutic 
see also individual Assessme 
. _ Therapy Forms 
in focal technique, 210 
in literature (Finesinger, Deutsch, 
, , Alexander & French), 29 
in Pilot's Wife, 279 
а selection criterion, 271-8 
in i present work, 180, 277 
a nsuccessful Accountant, 
way of overcoming lengt 
factors, 29, 210, 281 


bout termi- 


lopment of 


nt and 


249 
hening 
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positive transference 
see also dependence 
Berliner on, 33 
Stekel on, 33-4 
post-traumatic syndrome 
Dencker's work on, 94 
in Lighterman, 94 
Powers, E., see Teuber, Н. L. 
prediction(s) 
not peeve made, in Workshop, 
0 
not always possible in science, 269 
unconscious, of outcome, by thera- 
pist, 267 
previous work on brief psychotherapy, 
15-36 
contradictory opinions in, 15-36, 279 
deficiences of, 35-6 
relation to present work, 279-81 
*primitive" problems 


hypothesis of poor prognosis in, 


178 
interpretation of, in depressive 
patients, 232 


*primitive" technique 
characteristics of, 12, 31 
in present work, 41, 281 

probability (р) 
calculation of, jn present work, 173 
in comparison of values of 75, 175 
in 2x2 contingency table (Fisher 

test), 176 
two-tailed and one- 
173, 173 (fn) 
product-moment corre! 
cient, 175 
tcome, impossible 


prognosis, and оц 
to study in present work, 179 


projection tests | 
see also Object Relations Test 
(ORT); Rorschach 
possible use of, in judging capacity 
to mourn, 27 
as a selection criterion, 27, 276-7 
mi present work, 40 
propitious а selection cri- 
terion, 1 
in Storm Lady, 178-9 
tio) of interpretations 


proportion (or га! 
see also parent ratio; transference 


ratio, etc. 
in content analysis, 
pseudo-objectivity, a 
of present work, 


ho-analysis 
ponen analysts; psycho- 


tailed tests of, 


Jation coeffi- 


234, 243 
possible criticism 


270-1 


see also psycho-an 
analytical principles and theory 
derivation 0! hypotheses from 

(Goldblatt), 270 


Index 


Psycho-analysis—continued 
history of, 6-9 
increase in length of, 6-9 
studies of improvements in, 162 
criteria for (Fenichel, Alexander), 
164 
Psycho-analysts 
best technique for, in brief Psycho- 
therapy, 280 
importance of present work for, 
280 
views of, on brief Psychotherapy 
Lewis, Rado, Eissler, 22-3 
not supported in present work, 
170, 280 
Psycho-analytical Principles and theory 
Convergence between, and present 
work, 5, 198, 251, 269-70 
cross-validation of, in present work, 
270 
influence of, on 
material, 267 
Psychodynamic assessment of thera- 
Peutic results, see assessment of 
therapeutic results 
Psychodynamic hypothesis, in assess- 
ment of therapeutic results, 45, 
166-7 
Psychopathology 
mild, circumscribed, 
Psychopathology 
and selection criteria 
in literature, 18-20 (table), 21-6, 
178 


recording of 


see mild 


in present work, 178, 181-3, 185 
Severe, see severe Psychopathology 
Psychosis 
danger of Precipitating, 
tation, 203 
in Paranoid Engineer, 181, 198 
Psychotherapy, 
see also brief Psychotherapy; tech- 


, nique; therapeutic results, etc. 
validity of, 151-68 


Pumpian-Mindlin, E. 
on abandoning 
fectionism, 29 
handling of transference by deflec- 
tion, 33 
On selection criteria, 19 (table), 21-2 
on 'skilful neglect’, 29, 210 
Оп technique, 29, 33, 210 
9n termination, 35 
‚_ Оп therapeutic results, 21-2 
Pure transference interpretations, 258, 


by interpre- 


therapeutic per- 


, See also ‘pure? transference ratio 
Pure’ transference ratio, and outcome. 
260 ' 
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quality 
of evidence in present work, see 
status of evidence in present 
work 
of interpretations, 
268 
quantitative studies 
of case records, 233-68 
see also content analysis 
of clinical judgements, 271 
meaning of, 266-8 
of therapeutic results, in literature, 
152-64 
quantity of interpretations 
and quality, 268 
see also interpretations, number of 


and quantity, 


radical view of brief. psychotherapy 
compared with conservative view, 
15, 16 (table) 
confirmation of, in present work, 272 
finally reached in present work, 41, 
279 
hitherto not adequately presented, 
280 у : 
Possibly held by therapists with 
greater enthusiasm, 214 
of sclection criteria, 16 (table), 21-7 
summary of, 16 (table) 
in present work, 273-4, 279 
of technique, 16 (table), 31, 34 
of therapeutic results, 16 (table), 
21-2, 25-7 Я 6 
of transference interpretation, 1 
(table), 34 
in present work, 215 zl 
transition from gnnservative view in 
present work, 41, 27 4 
Rado, on palliative results of brief 
psychotherapy, 22, 170 — 
Railway Solicitor, the, a patient in the 
resent work 
Айк and Therapy Form, 
111-14 
behaviour after termination, 261 
distribution of interpretations in сазе 
record, 243, 246 M 
improvement long after termination, 
114, 169 
incompletely recorded, 243 
in-patient, 55 
motivation, 187, 190 in 
Possibly complete improvement in, 
170 > mi 
post, non propter, argument in, 1 t 
Psychopathology in relation to oU 
come, 182 
therapist-parent link in, 249 


Railway Solicitor, the—continued 
transference an initial obstacle in 
therapy, 202 
uncertainty in score for outcome, 172 
Rank, O., see Ferenczi, S. 
rank correlation coefficient, 174-5 
see also Kendall’s т; Spearman's 
rank correlation coefficient 
rank order, 174—5 
ratios (or proportions) 
see also P ratio; transference ratio, 
etc. 
necessity for using, 
analysis, 234, 243 
*Rat Man', a patient of Freud's, 10 
Rayner, E. H., a member of the Work- 


in content 


shop t 
on ‘doing focal therapy by oneself’, 
281 


an independent judge of content 
analysis, 238-40 
psychologist in present work, 40 
reassurance, very occasional use of, in 
present work, 236 
recent onset, a selection criterion 
Berliner on, 21 
evidence on, in present work, 183-5 
in literature, 18 (table), 21, 24 (table) 
postulated in present work, 178 
rediscovery, in history of science, 280 
relapse 
in early psycho-analyses, 7, 10 
in patients in present work, 170 
relations, human, personal, etc., see 
human relations; personal rela- 
tions, etc. 
remote style (Vosburg), see style 
replication, see cross-validation 
resentment 
see also negative transference 
in patient 
after termination, 260 
, Over termination, see termination 
in therapist, at failure, 275 
resistance 
by-passed by Stekel, 28 
a complication in judging moti- 
_ vation, 186 
ignored in early analyses, 12 
а lengthening factor, 6, 281 
overcome by high motivation, 198 
in patients in present work, 186-98 
a universal phenomenon in dynamic 
therapy, 186 
кыш of pathological process, 43- 
0 
distinction from false solution, 43-4 
equated with ‘basic’ improvement of 
Ripley et al., 163 
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resolution of pathological process— 
continued 
impossibility of distinguishing from 
false solution, in literature, 
165-7 
in medicine, 44 
partial, 47 
a shorthand term, 50 
response to interpretation 
difficult to define, 55 
omitted from Assessment 
Therapy Forms, 55 
a selection criterion in present work, 
179, 185, 198 
see also trial interpretations 
restrictions in patient's life, in assess- 
ment of therapeutic result, 46, 48 
results, therapeutic, see therapeutic 
results 
retrospective judgements, 
see also ex post facto reasoning 
a disadvantage in the present work, 
4, 268 
overcoming their disadvantages, 173 
Ripley, H., Wolf, S. & Wolff, H. 
assessment criteria used by, 163, 164 
improvements іп psychosomatic 
patients after psychotherapy, 
159 (table) 
on motivation, 27 
on selection criteria, 19 (table), 27 
Rogers, C. R., 
see also client-centred 
Rogers & Dymond 
on transference in client-cen 
therapy, 32-3, 202 
Rogers, С. К. & Dymond, К. F. 
case history of (Mrs. Oak’), 25 
controlled study of client-centred 
therapy, 153-5 А 
on involvement between patient and 
therapist in *Mrs. Oak’, 275 
length of client-centred therapy, 34 
self-ideal correlation, 48, 154 
role-playing, used by Ferenczi, 3 
Rorschach cards, used in therapy in 
Storm Lady, 116-17, 202, 209 
Rorschach test P 
as a selection criterion, 27 
use of, in present work, 40 
Rosenbaum, M., Friedlander, J. & 
Kaplan, S. М. patients 
improvements 1n 
ii psychotherapy, 160 (table) 
on selection criteria, 20 (table) 
Rothenberg, S., Very brief therapy, 34 


and 


therapy; 


tred 


after 


Saslow, G. & Peters, A., changes in 


untreated patients, 
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Saul, L. J., very brief therapy, 34 
Schjelderup, H. 
case history of, 167 
follow-up study of the results of 
Psycho-analysis, 168, 170 
scores for outcome (= scores of thera- 
peutic results) 
discussion of, 171-2 
table of, 171 
uncertainties in, 172 
Scoring of therapeutic results, prin- 
ciples of, 50 
'sector therapy" (Deutsch), 29 
Seitz, P. F. D., use of time limit, 35 
selection criteria 
see also individual selection criteria, 
e.g. motivation; also Hypo- 
thesis A.; Hypothesis B 
cvidence in present work, 178-98 
further discussion of, 275-9 
in literature, 16 (table), 17-27 
question of general applicability of 
conclusions in present work, 
280 


summary of conclusions in present 
work, 273-4 

Windle's review of work on, 17 

Workshop's original views on, 41, 
1 


selection of Patients, in present work, 
179-81 
selection in recording of material, 
233 
factors in, 267-8 
Selective attention, 29 
in focal technique, 210 
selective neglect 
see also skilful neglect 
in focal technique, 210 
in Lighterman, 212-13 
self-consistency, in clinical 
ments, 271 
self-ideal correlation (Rogers & Dy- 
mond), limitations of, 48, 154 
sense of timelessness, a lengthening 
factor, 8, 281 
severe Psychopathology, 
favourable therapeutic results in, 
in literature, 21-2, 25-6, 27 
relation to outcome in Present work, 
181-3, 185 
— to selection in present work, 


judge- 


Siblings, omitted from Assessment and 
Р Therapy Forms, 55 
Significance, Statistical 
fallacies in, 16-17, 173, 27] 
with small numbers, 270 
tests of, see Probability 
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Simpson, S. L., on adrenogenital 
syndrome in Pilot’s wife, 107-8 
skilful neglect 
see also selective neglect 
compared with focal technique, 210 
Pumpian-Mindlin on, 29 
Smelser, W., see Sullivan, P. L. 
socio-economic Status, in assessment 
of changes in untreated patients 
(Wallace & Whyte), 157, 162, 
163 
Spearman's rank correlation coeffi- 


cient, 175 
‘specific’ factor in therapy, 275 
‘specific’ improvement (Kessel & 
Hyman), 43 


‘spontaneous improvements’, 19 
Eysenck on, 154 
see also untreated patients 
Statistical approach 
advantages and disadvantages of, 
173 


difficulties of, in present work, 173 
exclusion of circular arguments in, 
173, 270 
relation to clinical approach, 172-4, 
270 
Statistical methods, 
in present work, 173-7 
with small numbers, in present work, 
270 
statistical significance, see significance 
status of evidence in present work, 5, 
268-72 
Stekel, W. 
case histories of, 22, 24 (table), 25 
early short analysis by, 9 (fn) 
оп motivation, 27 
оп resentment at termination, 35 
and selection criteria, 22 
technique of, 28 
therapeutic results in severe psycho- 
Pathology, 22 
on transference, 266 
Stone, L. 
sense of timelessness, 8 
on use of the couch, 28 . 
Storm Lady, the, a patient in the 
present work 
Assessment and Therapy Form, 115- 
18 
and dependence, 231 А 
discussion of technique used with, 
201-2, 268 
disturbing interpretation in, 203-4 
and failure to terminate, 51, 231, 
264 
inevitable development of trans- 
ference interpretation, 201-2 


Storm Lady, the—continued 
psychopathology in relation to out- 
come, 181 
quarrelling between the parents, and 
, outcome, 183 
time limit in, 209 
transference interpretation in, 201-2 
use of Rorschach cards in therapy, 
116-17, 202, 209 
stress, ability to handle, in assessment 


of therapeutic results, 159-61 
(table) 
Strupp, H. H. 
agreement in scoring in content 
analysis, 238 


content analysis by, 236-8 
operationa! definitions by, 236 
technique and non-specific factors in 
therapy, 214, 280 
Student Nurse, the, a patient reported 
in retrospect to the Workshop, 
rapid and inevitable develop- 
ment of transference in, 199-200 
Student Thief, the, a patient in the 
present work 
acting out in, 188, 193-4, 196, 263 
Assessment and Therapy Form, 
119-22 
assessment of result in, 51 
behaviour after termination, 263 
motivation, 188, 193-4, 196 
quarrelling between the parents, 
and outcome, 183 
uncertainty in score for outcome, 
172 
uncertainty in severity of psycho- 
pathology, 182 
Student's Wife, the, 
present work 
Assessment and Therapy Form, 
123-6 
assessment of result in, 55 
behaviour after termination, 264 
Psychopathology in relation to out- 
come, 182 
Studies on Hysteria (Breuer & Freud), 
see Breuer & Freud (1895) 
Style, of case records 
in present work, 235-6 
Vosburg's study of, in relation to 
, outcome, 235 
Subjective methods, 
studies, 4 ; 
Suggestion, in early psycho-analytic 
technique, 6-7 
Sullivan, P. L., Miller, C. & Smelser, 
W. 


a patient in the 


in psychological 


оп cross-validation, 17 
on selection criteria, 20 (table) 
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Surgeon’s Daughter, the, a patient in 
the present work 
Assessment and Therapy Form, 
127-31 
behaviour after termination, 261-2 
ашу of assessment of result in, 
50 
discrepancy between judges in con- 
tent analysis of case record, 238 
psychopathology in relation to out- 
come, 182 
quarrelling between the parents, and 
outcome, 183 
relapse in, 170 
symbols, translation of, in definition of 
‘resolution’, 46-7 
symptomatic improvements 
in assessment of changes in patients, 
43, 47-8, 157-63 
cannot be equated with health, 43 
value of, 48 
symptoms 
see also symptomatic improvements 
meaning of, in assessing therapeutic 
results, 46-7 
and signs, in medicine, 44 


taking sides, between patient and 


environment, 49 
Tannenbaum, S. A., 
by, 11 (table) 


an early analysis 


TAT 
see also ORT 
use of, by Rogers & Dymond, 154 
tau (т), see Kendall’s 7 — 
technique, psycho-analytic 
Alexander on, 251 
depreciation or inflation of, 9, 
14 
Glover on, 250 
modification © 


French, 280- у 
relation to technique used in present 


work, 208, 280, 281 
technique, in psychotherapy | 
see also technique, psycho-analytic; 
and two following main entries 
most effective, may vary between 
therapists, 28 . 
relation to non-specific factors 
(Strupp); 214, 280 | 
technique of brief psychotherapy, 10 
literature, 21-35. 
see also interpretation; transference, 
etc. 
activity in. 28-9 
see also activity 
Alexander оп, 31, 


12-13, 


f, by Alexander & 


251 


Index 


technique of brief psychotherapy, in 
literature—continued 
Alexander & French on, 29, 31, 34, 
280-1 
Berliner on, 33 
of client-centred therapy, 30, 32 
Deutsch on, 29, 33 
face-to-face, 28 
Finesinger on, 29, 30-1 
French on, 29 
Fuerst on, 28, 30 
Pumpian-Mindlin on, 29, 31, 33 
Rogers on, 30, 32 
Stekel on, 28, 31, 33-4 
Stone on, 28 
technique in present work 
characteristics of, 201-13, 273, 274 
differences from analysis, 208 
evolution of, 281 
face-to-face, with one exception, 55, 
55 (fn) 
‘focal’, 208, 210-13 
see also ‘focal’ technique 
frequency of sessions, 55 
leading to favourable outcome, 280 
and outcome, clinical approach, 
215-32 
and outcome, quantitative approach, 
233-60 
radical, correlated with favourable 
outcome, 272 
radical, few dangers in, 280 
relation to Psycho-analytic tech- 
nique, 208, 280, 281 
relation to selection criteria, 276 
use of couch in Dog Lady, 55 (fn) т 
temporary nature of therapeutic 
results 
contradicted in present work, 170 
Lewis on, 22, 170 
Tennyson, Alfred Lord, ‘In Memo- 
riam’, 269 
termination 
see also following main entry 
Alexander & French on, 35 
behaviour of Patients after, and 
transference interpretation, 
260-6 
mutually agreed (Phillips & John- 
ston), 35 
Pumpian-Mindlin on, 35 
relapse at, in early Psycho-analyses, 7 
Stekel on, 35 
termination, transference feelings con- 
nected with (anger ог grief) 
absence of, in Pilot's Wife, 276 
Interpretation of 
in Articled Accountant, 206-7 
in early Psycho-analyses, 7 
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termination, transference feelings con- 
nected with—continued 
in Lighterman, 205-6 
originally neglected in present 
work, 271-2 
and outcome, 225, 226-30 (table) 
a recommendation in technique, 
276 
a lengthening factor, 7, 8, 281 
Stekel on, 35 


tests 
of probability or significance, see 
probability 
Projection, see projection tests; 


ORT; Rorschach; TAT 
Teuber, H. L. & Powers, E., controlled 
study of effects of psychotherapy 
on delinquency, 152-3 
thematic apperception test, see TAT; 
also ORT; projection tests 
theory 
effect of, on technique, 272 
Psycho-analytic, effect of, on re- 
cording of material, 267 
therapeutic results А 
зее also following four main entries 
assessment of, see assessment of 
therapeutic results 
qualitative differences 
164-7 
quantitative differences between, 167 
therapeutic results of brief psycho- 
therapy in literature (qualitative), 
17-27 
Alexander (Brief Psychotherapy 
Council), 22 
of Alexander & French, 24 (table), 
25-6 
Bandler on, 23 
Berliner on, 21, 24 (table) 
Brief Psychotherapy Council on, 22 
in chronic cases, 21, 25-6, 27 
in client-centred therapy, 25 
conservative views on, 22-3, 24 
(table), 170 
of Deutsch, 24 (table) 
Eissler on, 22-3 
of Finesinger, 24 (table) 
follow-up of, 23-6 
Gutheil quotes various authors, 22 
inadequately reported, 23 
of Knight, 24 (table) 
Lewis on, 22 
in ‘Mrs. Oak’, 25 
Murphy quotes Eissler on, 22-3 
‘palliative’ (Rado), 22 
Partial (Eissler), 22-3 
Pumpian-Mindlin on, 21-2 
radical views on, 21-2, 25-6, 27 


between, 


therapeutic results of brief psycho- 
therapy (qualitative)—continued 
Rado on, 22 
of Rogers & Dymond, 25 
in severe cases, 21-2, 25-6, 27 
of Stekel, 24 (table), 25 
*temporary' (Lewis), 22 
of Thorne, 25 
therapeutic results of brief (and other 
forms of) psychotherapy in lite- 
rature, quantitative studies of 
see also untreated patients 
Barron & Leary, 155 
Brill & Beebe, 155-6 
Carmichael &  Masserman, 159 
(table) 
with clieni-centred therapy (Rogers 
& Dymond), 153-5 
Curran, 159 (table) 
in delinquency (Teuber & Powers) 
152-3 
Ellis, 160-1 (table) 
Eysenck on, 153-4, 162 
Luff & Garrod, 158 (table), 163 
Maudsley Hospital, 158 (table) 
Neustatter, 158 (table) 
with ‘rational therapy’ (Ellis), 160-1 
. (table) 
with reciprocal inhibition (Wolpe), 
| 161 (table), 163 
Ripley, Wolf & Wolff, 159 (table), 
3 
Rogers & Dymond, 153-5 
Rosenbaum, Friedlander & Kaplan, 
160 (table), 163 
Teuber & Powers, 152-3 
Wolpe, 161 (table), 163 
Yaskin, 158 (table) 
therapeutic results in present work 
assessment of, see assessment of 
therapeutic results 
for individual patients, see chiefly 
the Assessment and Therapy 
, , Form of the patient 
in Articled Accountant, 45-6, 49-50, 
| _ 151, 170 | 
in Biologist, 149-50, 169, 170 
cannot be regarded as fixed, 270 
in chronic cases, bearing on validity 
А of therapy, 169 
in Civil Servant, 46, 47-8, 172 
discussion of, 149-51, 169-71 
evidence against conservative views, 
170 
in Falling Social Worker, 170, 172 
in Girl with the Dreams, 17 
heterogeneous nature of, 170-1 
incomplete nature of, 170 
in Lighterman, 170, 172 
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therapeutic results in present work— 
continued 
in Neurasthenic's Husband, 170 
of neurotic behaviour patterns, 170, 
279 
possibly unrelated to therapy, 114, 
169 
in Railway Solicitor, 170, 172 
radical view of, 170, 279 
in relatively ill patients, 181-2, 279 
scores, table of, 171 
scoring of, 50, 171-2 
in Student Thief, 172 
in Surgeon's Daughter, 150, 170 
table of, 142-8 
in Unsuccessful Accountant, 150, 
165-6 
therapeutic results of psycho-analysis 
assessment criteria for (Alexander, 
Fenichel), 164 
compared with results in present 
work, 170 
early, 9-13 
Benni, 9 (fn) 
Binswanger, 11 (table) 
Brill, 9 (fn) 
Dattner, 9 (fn) 
Eder, 12 
Freud, 10 
Oberndorf, 10-11 
Stekel, 9 (fn) 
Tannenbaum, 11 (table) 
Wulff, 9 (fn) 
quantitative studies of (Alexander, 
Fenichel), 164 


jelderup, 167 
ee Pih present results, 170 


compared wi 
therapist(s) ee А . 
see also following six main entries 
interaction with patient, see inter- 
action i 
interpretations directed towards, 
236- 


interventions of, see interventions 


in present work 
characteristics of, 39—40, 273 


skilled у 
effect on interpretations, 268 
effect on meaning of present 

studies, 267 А 

i - lin 
therapist-non parent : 
see also therapist-non-parent ratio 


and outcome, 248-. 
іп Unsuccessful Accountant, Dra- 
per's Assistant, Pilot's Wife, and 
Violet's Mother, 249-50 M 
ist-non-parent ratio, and 01 - 
e nP pared with therapist- 


parent ratio, 260 


309 


Index 


therapist-oriented therapies 
see also transference orientation 
and outcome, 244—5 (table), 246, 248 
therapist-parent link (interpretation 
of) 
see also therapist-parent ratio; child- 
hood roots of neurosis 
in Articled Accountant, 206-7 
defined, 237 
effect of theory on recording of, 268, 
271-2 
evidence on, 248-60 
in Falling Social Worker, 205, 249 
hypothesis of 
stated, 250 
evidence on, 248-60 
in Lighterman, 205-6, 249 
in Neurasthenic's Husband, 249 
and outcome, 248-60, 274 
in Pilot’s Wife, 250 
Purely qualitative consideration of, 
and outcome, 258-9 
quantitative consideration of, and 
outcome, 259-60 
in Railway Solicitor, 249 
à recommendation in technique, 
275-6 
а specific factor in therapy, 275 
in Unsuccessful Accountant, 249 
Workshop originally unaware of 
importance of, 271 
therapist-parent ratio, and outcome, 
259-60 
therapy, characteristics of, in present 
work, 199-214 
Thompson, Clara, on increasing length 
of Psycho-analyses, 13 
Thorne, F. C. 
brief Psychotherapy in malignant 
Cases, 25 
radical views, relation to present 
Work, 279 
‘three-person’ Problems, 
_ criterion, 178 
time, Passage of, a possible factor in 
. Improvement in Patients, 154 
time limit 
in brief Psychotherapy (Seitz), 35 
in child guidance interviews (Phillips 
_ & Johnston), 35 
In present work, 209 
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a selection 


timelessness, sensi 

factor, 8, 281 

Om, a Patient in the Present work 
acting out in, 196, 263 
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€ of, a lengthening 


Tom—continued 
behaviour after termination, 263 
motivation, 188, 192, 196 
Psychopathology in relation to out- 
come, 181 
quarrelling between the parents, and 
outcome, 183 
‘total’ interpretations 
251 
Tougas, on ethnocentrism, 26 
transference А 
see also following eight main entries 
avoidance of 
in brief psychotherapy, 32-4 
in client-centred therapy (Rogers), 
32, 202 
in present work, 41 
Cure, see transference cure 
definition of, 31 
deflection of (Pumpian-Mindlin), 33 
development of 
depends on patient, 276 
rapid and inevitable, 199-201 
experience of, a factor in therapy, 
8, 34, 208, 275 
‘importance’ of, 219-21 ^ 
see also transference orientation 
interpretation. of, see transference 
interpretation 
interpreted only when it disturbs 
therapy, 33-4 
à lengthening factor, 7, 281 
the main therapeutic tool in psycho- 
analysis, 8 
à necessary evil, 8, 33, 34 
negative, see negative transference 
neurosis, see transference neurosis 
àn obstacle to therapy, removed by 
interpretation, 202 , 
orientation, see transference orien- 
tation 
Positive, see positive transference 
rapid and inevitable development of, 
199-201 
ratio, see transference ratio 
relationship, see transference re- 
lationship 
as resistance (Freud), 12 
Rogers on, in client-centred therapy 
and psycho-analysis, 32 А 
over termination, see termination 
unresolved, a factor in relapse, 260 
transference cure 
in early Psycho-analyses, 7, 9, 22 
an example of ‘false solution’, 44 
value of, 48 = 
transference interpretation in brief 
Psychotherapy, in literature 
see also transference, etc. 


(Alexander), 
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transference interpretation in brief 
psychotherapy—continued 
absence of 
in best results (Stekel), 266 
in cligat-centred therapy (Rogers), 
in Alexander and French’s work, 34 
Berliner on, 33 
conservative views on, 32-4 
in Deutsch's work, 33 
far-reaching changes without, 280 
link with actual life situation and 
pant experiences (Alexander), 
Pumpian-Mindlin on, 33 
Stekel on, 33-4, 266 
transference interpretation(s) in present 
work 
almost essential in therapy, 279 
at the beginning and end of therapy, 
and outcome, 225-31 
and behaviour of patients after 
= termination, 260-6 
E argument about efficacy of, 
clinical study of, and outcome, 
215-31, 257 (table), 258-9 
conclusions on, summary of, 274 
conservative views originally held, 
and abandoned, 41, 201-2, 215 
and dependence, 215, 231-2 
early, and outcome, 225-31, 274 
effect of theory on, in therapy, 272 
and follow-up, 260-6, 274 
Goldblatt on, 270 
inevitable development of, 201-2 
link with non-parents and parents, 
see therapist-non-parent link; 
therapist-parent link 
and outcome 
clinical approach, 215-31 
quantitative approach, 233-60 
summary of conclusions, 274 
possible dangers of, 207, 215, 232 
а possible major therapeutic factor, 
274, 275 
Possibility of, depends on patient 
| rather than therapist, 276 
Pure’, 258, 260 
see also ‘pure’ transference inter- 
pretations; ‘pure’ transfer- 
ence ratio . 
purely qualitative study of, and out- 
come, 258-9 
quantitative study of 
and follow-up, 260-6 
and outcome, 233-60 
a recommendation in technique, 
275-6 
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transference interpretation(s) in present 
work—continued 
recording of, influenced by theory, 
267 
relation to selection criteria, 276 
and relation with therapist after 
termination, 260-6 
a ‘specific’ factor, 275 
summary of conclusions on, 274 
over termination, see termination 
transference interpretation in psycho- 
analysis, and link with childhood, 
7, 8, 250-1 
transference neurosis 
avoidance of, in brief psychotherapy, 
32 
fear of, in present work, 41 
a lengthening factor, 8, 31-2, 281 
transference orientation 
compared with transference ratio, 
246-8 
and outcome, 215-21, 257 (table) 
and outcome, compared with thera- 
pist-parent link and outcome, 
256-7 (table) 
transference ratio 1 
and behaviour after termination, 
264-6 
compared with clinically judged 
transference orientation, 246-8 
a measure of transference orien- 
tation, 234 
and outcome, 244-5 (table), 246, 
248 
‘pure’, 
parent 
260 
scoring b. 
23 


compared with therapist- 
ratio and outcome, 


y two independent judges, 


transference relationship 
experience of, an important factor 
in therapy, 8, 34, 208, 275 
expression of phantasies in, 277. 
Transvestist, the, & patient omitted 
from the present study, 39 А 
traumatic experiences or memories 
in early analyses, 2, 213 
in present work, 
ial interpretations ‘ 
trig co response to interpretation, а 
selection criterion 
a selection criterion (Alexander), 21 
‘two-person’ interpretations, in Arti- 


cled Accountant, 


two-tailed test 
meaning of, 173 (fn) 


use of, in present work, 173, 259 
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‘undirected’ interpretations, 236, 238 
quantitative study of, 244—5 (table) 
unifying factor, in present work, 274-5 
Unsuccessful Accountant, the, a pat- 

ient in the present work 
Assessment and therapy Form, 
136-9 
bearing on validity of psychotherapy, 
165-6 
behaviour after termination, 262 
clarity of psychodynamic interpreta- 
tion of change in, 51, 150,165-6 
and dependence, 231 
false solution in, 51, 150, 165-6 
and Knight's scale of assessment, 166 
psychopathology in relation to out- 
come, 182 
therapist-non-parent link in, 249 
transference an initial obstacle to 
therapy, 202 
valuable false solution in, 51 
untreated patients, studies of. changes 
in, 151-7, 162 
Barron & Leary, 155 
Brill & Beebe, 155-156 
Denker, 157 
Eysenck on, 162 


see also Denker; Landis 
Landis, 156-7 
Rogers & Dymond, 153-5 
Saslow & Peters, 157, 162-3 
Teuber & Powers, 152-3 
Wallace & Whyte, 157, 162, 163 


valuable false solution 
discussed, 48, 49 
in Surgeon's Daughter, 48 
in Unsuccessful Accountant,.51 
see also Unsuccessful Accountant, 
false solution in 
value judgements 
absence of, in Psycho-analysis and 
client-centred therapy, 30 
in туше of therapeutic results, 


Violet's Mother, a patient in the 
present work 
neng out in, 194, 196 
ssessment and TI 
йы һегару Еогт, 
behaviour after termination, 264 
and dependence, 231 
motivation, 188, 194, 196 
Psychopathology in relat 
, соте, 182 
crapist-non-parent link in, 
Vosburg, R. L., study of case c 


9n early decrease in motivati 
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ion to out- 


Volsburg, R. L.—continued | 
emotional involvement of therapist, 
235, 275 
on initial crisis of therapy, 197 
rapid development of transference, 
201 
on style of case records, 235 


waiting list(s) 
study of changes in patients on 
Barron & Leary, 155 
Rogers & Dymond, 153-5 
Wallace & Whyte, 157, 162 
time scale of changes in patients on, 
154 
Wallace, Н. Е. R. & Whfte, М B. Н. 
changes in patients on waiting list, 
157, 162 
assessment criteria in, 163 
waning enthusiasm 
а lengthening factor, 13 
effect of, in present work, 214, 
281 
problem of overcoming, 13, 281 

Whyte, M. B. H., see Wallace, H. E. R. 

‘wild analysis’, not a feature of tech- 
nique in present work, 203 

Willoughby Emotional Maturity Scale, 
as used by Rogers & Dymond, 154 

Windle, C., review of work on selection 
criteria, 17 

‘Wolf Man’, a patient of Freud's, 14 

Wolf, S., see Ripley, H. 

Wolff, H., see Ripley, H. 

Wolpe, J., study of results of treatment 
by reciprocal inhibition, 161 
(table), 163 

working through, a lengthening factor, 
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effect of, on content analysis of 
case records, 268 
necessity for, in 
therapy, 268, 281 
‘Workshop’, the 
composition of, 39-40 
discussion of cases in, 40-1 
interaction with therapists and 
patients, 210 Ч 
judgements, hypotheses, therapeutic 
plans in, 40 
method of working, 40-1 " 
Wulff, M., early short analysis by, 
9 (fn) 


brief psycho- 


Yaskin, J. C., study of improvements in 
Patients after psychotherapy, 
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